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“Controlled Comfort,” for 
every hospital patient, is as- 
sured with Spring-Air hospital 
mattresses! Spring-Air spring 
construction automatically ad- 
lusts to the weigh! of the 
patient ... conforms to, and 

the ts of the 





body — thereby aiding every 
patient, regardiess of weight, 
in getting the best possible 
comfort and rest. 











10—12—15, EVEN 18 YEARS OF CONTINUED 
HOSPITAL USE PROVE THE VALUE OF SPRING-AIR 


HERE’S no “guess” or “promise” about this: the records PROVE 

that Spring-Air Mattresses give outstanding dollar-for-dollar value 
through year-after-year of tough, continuous hospital service .. . that 
they render the individual-patient-comfort which contributes to speedy 
patient recovery ... and to hospital good-will. 


MORE THAN TWO THOUSAND hospitals, large and small, are using 
Spring-Air Mattresses, thousands of which have already given com- 
fortable service for 10-12-15, even 18 years of continuous use. (Names 
of long-term users supplied on request.) This combined experience of 
actual hospital performance — and Spring-Air construction know-how 
and engineering ability — proves Spring-Air value in durability, service 
and comfort. Write today for the Spring-Air Hospital Mattress folder. 
It shows why Spring-Air is unsurpassed for Gatch beds, nurses’ homes 
and other hospital uses ... why Spring-Air quality and construction 
assure proved economy for hospitals of any size. 


SPRING-AIR COMPANY - Dept. 214 - Holland, Mich. 
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EVERY EXTRA PATIENT ADDS TO THE 


Landy Load, 


The laundry capacity in most hospitals was determined 
by the average number of patients at the time it was installed. 
t Daily occupancy has since increased beyond all expecta- 
4 tions; competent authorities agree the increase will continue. 






































Every extra patient adds to the total of clean linens 
required ...increases the overload placed on the laundry. A breakdown in the 
laundry will affect every hospital department. 


NOW is the time to find out how this situation affects your laundry. AMERICAN 
will make a careful survey and report to you... cost free. WRITE TODAY. 


oa REMEMBER ... Every department of the hospital depends on the laundry. —~ 
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SYLON Ironer, above, with TRUMATIC Folder, | | s— 
right—the modern, high speed flatwork unit _ 

that meets today's requirements for fast, lowest 
cost ironing and folding of large flat pieces. 


Che AMERICAN LAUNDRY MACHINERY CO. cincinnati 12 
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M. Burneice Larson, Director 


TO HELP YOU FIND THE JOB 
YOU WANT... 


. .. that is our business! 


If you will write to us and tell us 
who you are and what you’ve done 
and what you’d like to do... if 
you will sit and write it like you’d 
write to an old friend . . . we will 
help you to find the job you want. 


It may be that the work you are 
doing today is “the finest job in the 
world”; maybe it is and you haven’t 
given it a chance, haven’t put into 
it all of the earnestness and fire and 
fight that makes almost any job fine. 


But, if you have done the best you 
know how to do, if you still want a 
better job, a different job, an OP- 
PORTUNITY to work in a job 
you’d love, then we suggest that 
you write to us, write as though 
you wrote to an old friend. 


Hospitals and institutions, schools 
and universities, industry, group 
clinics and men in private practice 
come to us hunting for you. They 
ask for smart and earnest people, 
for physicians and surgeons, admin- 
istrators, scientists, executive and 
staff nurses, dietitians, for every 
type of hospital and medical per- 
sonnel . . . and we find the ones 
they want. 


Maybe you’d be happier in one of 
our positions . . . maybe you’d love 
life more, do finer work. Write to 
us. We'll certainly help you to find 
out. 


- The 
MEDICAL BUREAU 


‘THIRTY-SECOND FLOOR 
PALMOLIVE BUILDING 
CHICAGO 11, ILLINOIS 




















M“ FRIENDS in the office where 
this magazine is published 
have told me that I must provide 
material to fill 25 per cent more 
space than hitherto. That’s tough 
on you readers. I would prefer that 
this month they fill in the space 
with hearts and cupids and mail it 
to reach you on February 14. 
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By this time (the middle of Jan- 
uary) it begins to look as though 
we had about 
reached the peak 
in food costs and 
the price trend 
will continue 
downward. This 
does not as yet 
apply to the 
prices of the 
many other sup- 
plies we need, 
but I believe that it is usual for food 
to point the way in either direction. 
None would say that hospital 
charges can soon be reduced. Most 
of us have brought up our salary 
schedules to a point where we must 
still seek more from patients and 
philanthropy in order to be able to 
meet payrolls. 





In addition, so many of us are 
still so short of help that a change 
in the employment situation might 
mean for hospitals even greater pay- 
rolls because of the possibility of 
securing larger staffs. Pay schedules 
are usually last to recede. 
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I suppose many of you have read 
the article in the Saturday Evening 
Post of January 4 entitled “Where’s 
That Nurse?” The real answer to 
that question appeared in the re- 
port made to our Council on Pro- 









fessional Practice in November. 
Among the figures shown were the 
following: 

Nurses needed in prewar days, with 


a 12 hour, 7 day week 
POT EX PIA UN CNNES coos sees cxeccnscercancsce rn essiatces BLO 


With an 8 hour, 5 day wee 
HOT PRS AROMNS Seo. f epee ncepecisecetecssssetses 4.2 


Total hospital beds 
HGR GAO 5 <-.<cscseecd approximately 
vi 1) |, eee a approximately 


1,225,000 
1,740,000 


Patients admitted 


AAG AO ia. 2 soa approximately 10,000,000 
in 1945 over 16,000,000 





Those figures tell in a very suc- 
cinct way what has happened. We 


_have about 60 per cent more pa- 


tients (still being sick 24 hours per 
day) and approximately 65 per cent 
of the hours per nurse that we had 
a few years ago. The question is 
not “Where’s That Nurse?” but 
more properly, “How Do We Do 
It?” 

But we have managed and the 
nurses, doctors and all others have 
received far too little credit in the 
press, in Congress or elsewhere for 
what they have done. Expansion in 
any industry is always retarded 
until personnel is secured and hands 
are trained. We in hospitals sent 
away thousands of our best people 
to war and then took care of an 
unprecedented expansion in our 
work. And we have done it well. 

We're not looking for valentines, 
but we don’t like brickbats. 


x k * 


It is worth mentioning again the 
public relations department in my 
hospital, started about ten months 
ago. With competent direction such 
a department can mean much to any 
hospital. We have not only added 
over 2,500 names to our list of sup- 
porters and collected a great deal of 
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NEW—REVOLUTIONARY—EXCLUSIVE 


Curity 


~~ 

Curity KERLIX Cloth ‘is a new, completely 
different surgical dressings material with a per- 
manent crinkle. The deep crepe-like character- 
istics impart softness, fluffiness and resiliency 
not found in other surgical dressings materials. 
KERLIX Cloth is also conformable to an- 
atomic contours because of its mild but pro- 
nounced elasticity. 


WIDE RANGE OF USES 


These novel characteristics adapt KERLIX 
Rolls to the following uses, to name only a few: 


» All dressings of the extremities: head rolls; 
elbow and knee dressings; stump rolls. Kerlix’s 


A product of 


Ma 2 


Division of The Kendall Company, Chicago 16 
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RCH TO IMPROVE TECHNIC...TO REDUCE COST 
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natural elasticity makes it adaptable to uneven 


contours, keeps it in place. 


» As a padding under an elastic bandage in com- 
pression dressings, because of light bulk and resil- 
iency, Kerlix Rolls can be applied evenly, avoiding 
pressure spots. 


>» Postoperative fluffs and similar dressings in 
which extra softness, greater absorbency and con- 
formability are necessary. Kerlix Rolls have all 
these qualities. 

Curity KERLIX Rolls are 6-ply, approxi- 
mately 414 in. x 414 yds. stretched, packed 100 
to the carton. Ask for Curity KERLIX Rolls 


—you'll like their efficient performance. 
* Reg. U.S, Pat. Off. 
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For 38 years the 
standard means of 
checking pressure 
sterilizers—proving 
heat penetration 


If not 
melted 
the load is 
dangerous. 


If melted 

the load is 

perfectly 
safe. 





You can buy Diack Controls direct 
from the manufacturer (or through 
your dealer). 


Price $3.60 per box of 100 
Postpaid 


1847 North Main Street 
Royal Oak, Michigan 








needed financial help, but our 
newspaper and radio mentions have 
been many, ethical and very help- 
ful. Some hospitals that have tried 
this have concluded that it was a 
bad gamble. It can be a gamble 
only if you have the wrong people 
in charge and an indefinite pro- 
gram or lack of one. 

For certain periods recently, we 
have had more publicity than ex- 
Mayor La Guardia. That’s really 
somethin’. 
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The superintendent of one of the 
New York hospitals telephoned a 
few weeks ago to tell me that one 
of his trustees, who is very well in- 
formed on hospital procedures and 
problems, is now a member of the 
House of Representatives. I imagine 
that in both Houses we would find 
a great many trustees of voluntary 
hospitals because prominent people 
usually get on hospital boards. Lee 
Mailler, president of the Hospital 
Association of New York State, not 
only manages a fine hospital, but 
has just been elected majority leader 
of the New York State Assembly. 

All of this leads to the thought 
that perhaps we administrators do 
not always realize that we have real 
representation in governmental 
circles. When we are called upon 
for help we ought to know where 
that help is available. We are al- 
ways sincere in opposing anything 
that is bad in legislation and honest 
in any proposals which we might 
make. Therefore, if your state or 
national association should need 
assistance do not withhold it. 


xx 


And now about pensions: ‘Thirty- 
eight hospitals are now signed up 
with the National Health and Wel- 
fare Retirement Association. Many 
others are considering it. If you 
fear that the cost will be too high, 
please don’t. The waiting..period, 
age at entry and so forth cut‘'down 
the number of employees eligible 
and for whom you would want to 
provide. 

It is wrong to merely take 5 per 
cent of your annual payroll and 
consider that as the hospital’s share 
of the cost. It can be considerably 
less and you will then provide for 
those whose future you want to 
protect. You will protect your peo- 
ple better if you use the American 











Hospital Association approved 
plans of the National Health and 
Welfare Retirement Association be- 
cause of their transferability and 
the employees’ vested interest in 
the hospital’s share of annual con- 
tributions. Also, the tremendous 
‘size of the hospital field means 
strength for the plans and low rates 
due to increased dividends. 

Now that we are paying our em. 
ployees salaries comparable with 
those elsewhere, and are providing 
them with health care—-as we al. 
ways have done—we should also 
give to them the social security 
which the law has not provided for 
them. This might not cost you 
much more than you have been pay- 
ing by special treatment of each 
individual case among your old em- 
ployees, and insurance gives much 
more sense of security than does an 
uncertain yearly grant by a_ hos- 
pital board. 

The National Health and Wel- 
fare Retirement Association plans 
cost no more than others. There 
are no commissions to pay to agents. 
The plans are designed for hospital 
and welfare workers. A good pen- 
sion system will mean much to your 
hospital in the loyalty and peace of 
mind of your workers; and it will 
cause more of the right kind of 
people to seek hospital jobs as 
careers rather than as a temporary 
means of making a living. 


xk* 


Just about the time you receive 
this (if the printers don’t fool me) 
your January figures will let you 
know how far off you might be on 
your budget for 1947. It is my be- 
lief that the one advantage of high 
costs in hospitals is that they are 
producing better accounting meth- 
ods. Some of us needed that im- 
petus and we do not any longer 
wait until the end of the year to 
find out what happened—and then 
not be sure. 

This is the month when we col- 
lect for 28 days from patients and 
pay workers for the usual 30 o1 
31 days. 

You can’t make money that way. 

It is an ill wind, etc. 

Here endeth the lesson. 
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THE G-E GERMICIDAL UNIT 


for increased protection of patients and hospital per- 
sonnel against infections from air-borne bacteria. 


That disinfection of air by means of germicidal ultra- 
violet rays is highly practicable, has been effectively 
demonstrated—not only experimentally but also by actual 
clinical experiences as cited in the medical literature. 

The first essential, an adequate source of dominantly 
germicidal ultraviolet rays, is obtained with the G-E 
Germicidal Lamp. Of its total ultraviolet output, 95% 
is in the region of the 2537A wavelength—the most ef- 
fective germ-killing radiation. 

The second essential is a fixture in which to house this 
ultraviolet generating lamp, in order to properly utilize 
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its radiation within an occupied room. This is available 
in G-E X-Ray’s Germicidal Unit, the design of which is 
so thoroughly and precisely engineered as to at once 
assure your institution of its maximum effectiveness and 
safety in use. 

Equally important is the proper placing of these 
Germicidal Units in the nursery, the surgery, contagious 
disease ward, or in various rooms of the hospital. And 
here is where the assistance of our planning engineers 
will prove invaluable. 

Moreover, to equip your institution with G-E Germi- 
cidal Units will mean year-round availability of service 
engineers, through our local branch office or regional 
sérvice depot, for periodic inspection of these units and 
their maintenance at highest operating efficiency. 


Your request for further information will receive care- 


ful attention. Address General Electric X-Ray Corpora- 
tion, Dept. 2609, 175 W. Jackson Blvd., Chicago 4, IIL. 





GENERAL (@ ELECTRIC 
X-RAY CORPORATION 
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Franklin C. Hollister” 


o Hollister 
roduct... 


an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our service ate pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate | 
Service are listed below: 


Hollister Quality 

Birth Certificates 
Frames for 

Birth Certificates 
Perfected 

Footprint Outfits 
Long Reach 

Seal Presses 
Graduation Diplomas 

for Schools of 

Nursing 
Stationery for 

Hospitals & Schools 

of Nursing 


k are mailing the file folder to 





all hospitals. If not received by your 
hospital, please write for it. 


ompany | 
538 West Roscoe St y | 
CHICAGO 13 | 
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. . on Starting a Modern 
Personnel Program in the 


Hospital with 100 Beds. 





The Question—The administrator of a 100-bed hospital wishes 
to launch a modern program of personnel management, and the 
budget requires that he build it step by step. What three steps 


them? 


_ should he plan to take first, and in which order should he take 


BEGIN WITH ANALYSIS OF NEEDS 


ADMINISTRATORS of most 100-bed 
hospitals do not feel that their in- 
stitutions can support full time 
personnel departments. They will 
readily admit, however, that irre- 
spective of their ability to have the 
department as such, there is still 
a need for a well coordinated per- 


| sonnel program. 


I believe that the best approach 
to the problem is to analyze the 
particular hospital’s need in terms 
of the functions of a personnel de- 

artment, and then set about find- 
ing ways and means of meeting 
these needs. This analysis is the 
first step. 


The second step is to set up a 
master personnel file. The master 
file should provide basic informa- 
tion on all personnel, both present 
and past. It should show clearly 
all arrangements with the indi- 
vidual regarding his employment 
as well as any changes later made 
in the arrangements. It should 
provide information regarding phys- 
ical examination, sick leave, vaca- 
tions and so forth. 


The master file should also in- 
clude a record of all who have left 
the employment of the hospital and 
should show the reason for leaving. 
It may be helpful even in the small 
hospital to indicate, at least annu- 
ally, an impression of the individ- 
ual’s work as evaluated by his 
department head. 


The third step should be the de- 
velopment of a personnel manual 
which states briefly but concisely 
the responsibility of the employee 
to the hospital, and the responsi- 
bility of the hospital to the em- 
ployee. Such a manual will go a 
long way toward clarifying policy. 

There are other things which 
may seem to be of greater impor- 





tance in developing a good per- 
sonnel program than these which 
have been mentioned. Job speci- 
fications and a regular program ol 
salary increases are certainly very 
important. I believe, however, that 
these things, which may look like 
big and difficult jobs, may be ac- 
complished much more easily if the 
initial three steps which have been 
suggested are worked out first.— 
James L. Dack, administrator, Com- 
munity Hospital, Battle Creek, 
Mich. 


_ EMPLOYER-EMPLOYEE 
RELATIONS FIRST 


IN A 100-BED HOSPITAL the admin- 
istrator is, in all probability, the 
personnel manager also, and it is 
his job to analyze the personnel 
problems as they exist in his insti- 
tution very carefully. What he finds 
will determine largely the method 
of procedure that should be fol- 
lowed in launching a modern plan 
of personnel management on a 
limited budget. Salaries or hours 
might be out of line with those of 
similar institutions in the immedi- 
ate vicinity, working conditions 
might not be as good as they should 
be or the employee might not feel 
secure in his position. 

The first step toward a smooth- 
functioning organization is estab- 
lishment of a friendly relationship 
between employer and employee. 
whereby an employee can go to one 
in authority with his problems and 
feel assured that he will be heard 
and dealt with in a fair and un- 
biased manner. Don’t set up 4 
listening post for tale-bearers. 


After establishing this relation 


ship between employer and em 
ployee a complete job analysis 
would be an excellent move. This 
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Designed for 


GYNECOLOGIC - NEUROSURGICAL - ORTHOPEDIC APPROACHES 
















the “AMERICAN” postwar 
LUMINAIRE 


(Model DMC ) 


exclusively features a unique combination 
track and offset mounting which provides for 
height adjustment over the operative site, 
and for complete flexibility of illumination 
from any desired angle in both vertical and 


horizontal planes. 


The importance of true horizontal ap- 
proaches plus uniform intensity of illumina- 
tion at varying table heights are apparent... 
engineering achievements found only in the 


“American” Luminaire. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
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will do much to prevent misunder- 
standings among employees. If a 
person can be given a written classi- 
fication and analysis of his position 
when being hired, and can have 
the job explained to him verbally 
at the same time, he will realize 
the importance of the work he is to 
do in relation to the hospital’s func- 
tion in caring for the sick. This com- 
plete understanding from the very 
beginning of employment is most 
important and will go far toward 
eliminating later dissatisfaction. 
Next is the establishment of defi- 
nite personnel policies and _prac- 


tices. Perhaps this should be listed 
first, for without them the admin- 
istrator is in hot water all of the 
time. These should have the most 
careful consideration and study and 
should be kept up to date at all 
times. When a change is made in 
the personnel policies and practices, 
the employees must be advised, and 
since changes are usually for the 
benefit of the employee, much good 
will for the institution and its man- 
agement can be gained through this 
publicity. 

When a new employee is handed 
a printed copy of the institution’s 





SURGICAL SOAP—scientifically pre- 
pared from a blend of fine vegetable oils 
—is ‘just what the doctor ordered” for 
perfection in scrub-up technique. A 


soap, so mild . 


- « SO pure... yet so 


abundantly latherable, it cleanses asep- 
tically without danger of abrasion or 
roughness to sensitive surgical hands. It 
protects that priceless sense of touch. No 
wonder so many surgeons and hospitals 
insist on SEPTISOL. 


SEPTISOL DISPENSERS offer the latest 
improvements in sanitary, trouble-free 
soap dispensing—plus soap economy. 
Available in 3 models—the popular wall 
type; single portable; double portable. 


Write for information. Dept. H 


e NEW YORK 





personnel policies and practices and 
has them discussed with him at the 
time he begins his work, he has lit- 
tle doubt about his hours of work, 
his salary, his days off, his holidays, 
his vacation time, his sick leave and 
his pension benefits. 

If each employer will try to pic- 
ture himself in his employee’s posi 
tion and will deal with him in a man- 
ner he would like to be dealt with 
were he the employee, I am sure a 
greater understanding and _ finer 
spirit of cooperation will be the 
result.—Hubert W. Hughes, busi- 
ness manager, St. Anthony Hospi- 
tal, Denver. 


SUCCESS OF PROGRAM 
UP TO ADMINISTRATOR 


THE ADMINISTRATOR of a 100-bed 
hospital who wishes to launch a 
modern program of personnel man- 
agement must realize that the suc- 
cess of this venture depends almost 
entirely on his attitude and indi- 
vidual philosophy of the relative 
importance of each employee, re- 
gardless of his rank and file in the 
institution. 

Keeping foremost in his mind the 
need for handling personnel as hu- 
man beings, the administrator’s first 
step is to sell others in the institu- 
tion, including the members of the 
board, the idea that the various 
departments can operate better by 
doing their job of employee han- 
dling in accordance with standards 
that have been tried and proved by 
personnel management. This step 
cannot be taken rapidly. It will 
take time and time costs money. 
Unless the idea of the need for the 
personnel management function is 
favorably established in the minds 
of all concerned, other efforts in 
this program are of little value. 


The function of personnel man- 
agement which tends to centralize 
the handling of employees’ service 
and grievances, introduces us to the 
second step—the preparation and 
maintaining of adequate employee 
records. ‘These records include 
necessary information about each 
employee; information about the 
work to be done in each depart- 
ment; the number of employees 
necessary to do this work; and the 
labor turnover of each department. 
These records are very valuable and 
the amount and use of the informa- 
tion contained in them will grow 
with the personnel management 
function. 


Closely associated with adequate 
records is the third step, which is 
(continued on page 91) 
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NEW PLASMA 


SUBSTITUTE 








For Restoration and Maintenance of Blood Volume in Shock 


NOW GENERALLY AVAILABLE 


Extensive laboratory investigation and clinical experience 


have shown 6 Per Cent Gelatin Solution-Winthrop to be a 
— safe and osmotically effective plasma substitute. No risk 
of transmitting virus hepatitis is incurred by its use. This 
W EFFECTIVE newly developed, economical infusion colloid for the 
emergency management of shock may be stored at body 


# ECONOMICAL temperature ready for immediate administration. 


& READY FOR USE Bottles of 500 cc. Write for detailed literature. 


GU AVEINESIO MU ONEGy. 


WINTHROP 


Cluihigp CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician + New York 13, N.Y., Windsor, Ont. 


FEBRUARY 1947, VOL. 21 





A STEADY INCREASE IN MEMBERSHIP 





PERSONAL 
INSTITUTIONAL 











‘THE BROADENED SCOPE of Associa- 
tion activities and the more uni- 
versal appeal of its program are 
credited as important reasons for 
increased institutional membership 
in recent years. This development 
may be traced back to the 1943 re- 
organization when maintenance of 
a sustained effort to keep non-mem- 
bers informed about Association 
services was adopted. This principle 
has been carried out through head- 
quarters activity and council work. 

While the Association was organ- 
ized in 1899, institutional members 
as such were not enrolled until 1919. 
Since that time activities have been 
slanted toward projects and services 
that would be of benefit to institu- 
tions and their staffs rather than 
toward personal membership, al- 
though never to the same extent 
that they have in the past three 
years. 

One outgrowth of the expansion 
of interests was affiliation of several 
governmental groups. During 1946 
government agencies including the 
Veterans Administration hospitals, 
the Office of Indian Affairs, U. S. 
Marine and permanent Army hos- 
pitals became institutional members. 

The Veterans Administration led 
the way in making Association 
membership available to all of its 
institutions. At the same time many 
persons in this and other affiliating 
government agencies immediately 
requested personal membership. 

The governmental affiliations 
have been helpful to other Associa- 


26 


tion members in many ways. The 
Office of Indian Affairs, for ex- 
ample, is the largest operator of 
small hospitals in the country, and 
has made otherwise - unobtainable 
data available for study. 

State departments of welfare and 
health also are becoming institu- 
tional members in increasing num- 


bers. ‘The specific Association pro- 
grams in psychiatric and tubercu- 
losis care which have been developed 
within the last few years have ai- 
tracted the state and county insti- 
tutions. At the present time, all 
institutions in nine states are en- 
rolled, and a majority of the other 
states have a growing percentage of 
their institutions requesting mem- 
bership. 

Related health organizations 
have sought to become affiliated 
with the Association by associate 
institutional membership recently 
and a number of these groups have 
joined. Also joining are some hos- 
pitals that dropped out when mem- 
bership dues were increased in 1943. 
Still others who dropped have indi- 
cated interest in reinstating mem- 
berships. 

Anyone completing 25 years of 
personal membership in the Asso- 
ciation becomes a life member and 
is relieved of any further payment 
of dues. There now are 265, life 
members, 34 of whom reached the 
25-year membership the first of this 
year. Honorary membership, which 
may be granted to persons outstand- 





*Institute on Purchasing: Chicago 


of J00 beds or more. 


**%* Arbor, Mich. 


Chicago 10. 
Chicago 


Division Street, Chicago | 





A CALENDAR OF ASSOCIATION INSTITUTES 
A calendar of forthcoming Association institutes including dates, places and 
eligibility rules follows. Each institute is limited in attendance and persons 
completing each institute will be awarded a certificate. 


Eligible: Persons who hold administrative positions in the hospital or who wholly or in part have 
purchasing responsibility delegated to them by the administrator. Each registrant must be either 
@ personal member of the American Hospital Association or he must be a staff member of an 
institution which is a member of the American Hospital Association. 


**Institute for Medical Record Librarians: Philadelphia 
Eligible: Medical record librarians, other persons working: in medical record departments and 
administrators. Registrants must be members of the American Association of Medical Record 
Librarians or personal members of the American Hospital Association or be employed by 
hospitals having institutional membership in the Association. 
*Institute for Accounting Executives: New York City 


Eligible: Applicants must ‘be a member of or affiliated with an institutional member of the 
American Hospital Association or the United Hospital Fund of New York and must have had ac- 
counting executive experience (such as controller or business executive experience) in a hospital 


*Institute on Basic Accounting and Business Office Procedures: Chicago 


Eligible: Hospital accountants or bookkeepers, other persons working in hospital business of- 
fices, and administrators. Registrants must be either personal members of the American Hospital 
Association or employed by hospitals having institutional membership in the Association. 
**Institute for Nurse Anesthetists: New Orleans 


Eligible: Nurse anesthetists. Registrants must be American Association of Nurse Anesthetists 
members or personal members of the American Hospital Association or be employed by hospitals 
having institutional membership in the Association. 


**Institute on Organization and Operation of the Dietary Department: Ann 
Eligible: Administrators, assistant administrators and dietitians. Registrants must be either per- 
sonal members of the American Hospital Association or employed by hospitals having institutional 
membership in the Association, or an instructor in Institution Management in a university or college. 


For Information Address: 
*Council on Administrative Practice, American Hospital Association, 18 East Division Street, 


**Council on Professional Practice, American Hospital Association, !8 East Division Street, 


***Council on Hospital Planning and Plant Operation, American Hospital Association, 18 East 
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Maube We lean over backward — 


But it pays off in safer SAFTIFLASK SOLUTIONS 


Frankly, “production” says we’re overdoing it on our Saftiflask 
Solutions. Testing them, that is. 


But just try and talk our testing experts into taking anybody’s 
work for granted! Not those boys. They’ve got to be shown!* 


And what they do to Saftiflask Solutions—could only happen 
in a biological laboratory. Fact is, our being a biological lab is 
the main reason they’re so fussy. They’re so grooved to being 
picky with Cutter serums and vaccines —they just can’t help 
“throwing the book” at Saftiflask Solutions. 


Add to such safety the convenience of Saftiflask technic — 
and even your harassed staff will take time to 
thank you! No gadgets to assemble — Saftiflasks 
are ready when you plug in the injection tubing. 


But—seeing is believing—so why not call your 
Cutter representative for a demonstration? 


*And occasionally, in spite of all our pains, they rule out a 
lot which could have given your patients trouble. 


CUTTER LABORATORIES 


BERKELEY, CALIFORNIA + CHICAGO > NEW YORK 
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ing in the field through action of 
the Board of Trustees and the 
House of Delegates, is held by 28 
persons at the present time. Latest 
addition to the list is Dr. Paul R. 
Hawley of the Veterans Administra- 
tion. He received his honorary 
membership during the 1946 con- 
vention at Philadelphia. 


Progress on the 
1947 Convention 


Work on the program for the 
1947 convention, to be held Sep- 
tember 22-25, at St. Louis, has been 
progressing for several months. For 
the first time a special convention 
planning committee has been ap- 
pointed to aid in development of 
the total program. The committee, 
—President John Hayes, chairman, 
the three vice-presidents, the execu- 
tive director and the chairmen of 
the councils on Professional Prac- 
tice, Administrative Practice, and 
Hospital Planning and Plant Op- 
eration—met at headquarters De- 
cember 6 and were to meet again 
February 8. 


At the first meeting a rough draft 
of the convention program was dis- 
cussed. An amended and expanded 
outline was to be presented at the 
February meeting. 

It is expected that the main pat- 
tern of the convention will be 
changed considerably in order to 
emphasize problems of greatest in- 
terest to administrators and ma- 
terial will be developed according 
to the need as it is reported to head- 
quarters from the field. The four 
topics on which the convention 
program will be built are: Profes- 
sional practice, administrative prac- 
tice, planning and plant operation, 
and special aspects of administra- 
tion. i 

Persons attending will be able to 
follow the topic of their choice 
through the convention. Sessions 
will be held on different phases of 
each topic at morning and _after- 
noon meetings on Tuesday, Wed- 
nesday and Thursday. Emphasis 
will be placed on discussion periods; 
meetings are to be planned so that 
the lectures can serve as a starting 
point for group discussion. 
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The tentative convention pro- 
gram calls for a general session on 
major factors affecting hospital 
economy at the opening meeting on 
Monday afternoon. Beginning on 
Tuesday morning the daily sessions 
on the four aspects of administra- 
tion will start. Plans are being 
made for a debate to be held one 
evening. The closing convention 
activity will be the annual banquet 
on Thursday evening. 


Kits Now Available 
On Loan to Members 

Kits on hospital bulletins, em- 
ployee manuals, annual reports and 
patient booklets have been com- 
pleted by the Council on Public 
Relations and are now available on 
loan to member hospitals. 

Each kit contains information on 
the particular type of hospital pub- 
lication, with sample copies of hos- 
pital booklets which illustrate the 
different kinds of printing, paper, 
format and style used. The kits 
should prove helpful to hospitals 
planning to issue one of these pub- 
lication for the first time or to 
revise their present publications. 


Book Distributed 


“Your Taxes and Your Contribu- 
tions,” a booklet describing how 
contributions can be made at little 
cost to the giver because of excess 
profit taxes, has been sent to every 
member hospital. The booklet was 
prepared by the Wellington Fund, 
a mutual investment foundation, 
and was compiled for use by the 
Association, the Community Chest. 
the U. S. O. and the Red Cross. 

Requests for additional copies ol 
the booklet have been so numerous 
that more have been ordered and 
are expected to be available in a 
short time. Further information 
and booklets may be obtained by 
writing to Association headquarters 
at 18 E. Division Street, Chicago 10. 

Another booklet sent out from 
headquarters recently was “Organ- 
ization of a Governing Board,” 
which was distributed, with a let- 
ter, to smaller hospitals. Within 
seven days after the mailing, orders 
for a thousand more copies had 
been received. Comment indicated 
that administrators were interested 
in having the booklets for distribu- 
tion to trustees: 
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NURSE EDUCATION ? 


URSING EDUCATION IS an impor- 
N tant and lively topic of discus- 
sion, but one in which only the bare 
bones of the skeleton are rattled. 
It is with some hesitancy that I 
venture to put my head in the lion’s 
mouth, but I am frankly concerned 
over failure to date to clothe the 
skeleton with flesh. It seems to me 
to be imperative that all interested 
individuals openly and freely dis- 
cuss concrete programs of nursing 
education with the sole object of 
finding the best way of educating 
enough properly qualified nurses. 

There is no single way, if experi- 
ence in other fields is a guide, and 
successive modifications will be nec- 
essary in any plan adopted. Let us 
admit that our present programs, 
despite many good features, add up 
to an inadequate jumble—and let 
us see about finding a new, specific 
and coordinated program. 

Presented here is a proposed pro- 
gram of nurse education that ap- 
proaches the problem from a some- 
what different angle. (See the next 
page.) Having set up this somewhat 
radical plan, I must now explain 
and defend it. 

The basic idea is that of a single 
coordinated group of nurses of vary- 


FEBRUARY 1947, VOL. 21 


PHILIP D. BONNET, M.D. 
DIRECTOR, LANKENAU HOSPITAL 


PHILADELPHIA 

ing degrees of training and special- 
ization. There should be only one 
kind of a nurse—not a “vocational” 
nurse and a “professional” nurse. 
They should all be, in a sense, pro- 
fessional nurses. ‘Too, the public 
will never, I believe, accept such a 
subtle distinction between types of 
nurses when both are caring for the 
same patients. 

There should be, of course, aides 
and clerks in hospitals to perform 
housekeeping and clerical duties 
but they should not be called 
nurses. The term nurse should be 





legally restricted to those who have 
been trained and registered as such. 
Nurses dare not lower the stand- 
ards of all nurses by accepting and 
promoting an inferior grade of 
nurse with less than a high school 
education. Sarah Gamp must not 
return. 

The basic course in nursing 
would be stripped to the barest es- 
sentials: Simple bedside nursing 
of adult, child and infant; simple 
food preparation; administration of 
medicines and care of emergencies. 
No operating room or other spe- 
cialized nursing would be included. 
I do not believe that the practice of 
nursing is especially difficult if it is 
taught by sound principle and pre- 
cept. 

Nursing techniques are always 
changing and must be constantly 
learned anew by nurses anyway. We 
must train nurses, not “physician- 
ettes.”” The students in this basic 
course would assist with, but not 
carry, the nursing load in hospitals. 
The successful completion of this 
course would admit the student to 
examination for state registration. 

For those who wished to go on to 
a college course in nursing, approxi- 
mately 15 semester hours of college 
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credit would ‘be allowed for the 
basic course. Hospitals could and 
should provide a certain number 
of collegiate scholarships for high 
ranking students in the basic course. 

The college course in nursing 
would be given on a college cam- 
pus and would lead to a bachelor’s 
degree in nursing. The curricu- 
lum would require three-and-a-half 
years, so that with the credit foi 
the basic course and perhaps one 
summer session, a student would 
graduate with her contemporaries. 
This curriculum would include 
liberal arts subjects such as litera- 
ture, history, language, philosophy, 
the exact sciences, music and art 


plus laboratory-type courses in nurs- 
ing. 

There would be a nursing major 
in either general nursing or a spe- 
cialized field of nursing. Emphasis 
should be placed on ability to think 
and the solution of problems rather 
than techniques. 

Following the college course, 
there should be an internship year 
of experience, working with pay, 
in general nursing or a special field 
before assuming positions of real 
responsibility. 

Postgraduate courses would fol- 
low for those desiring it, especially 
for nursing educators and high ad- 
ministrative positions. Caution must 
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EDUCATION 


1. Full academic or scientific 4- 
year high school course and 
dioloma. 


2. Hospital Schoo! of Nursing 
1 1-months basic course in prac- 
tical nursing with class room 
work in history of nursing, nurs- 
ing ethics, nursing arts and an- 
atomy. 


3. College Course in Nursing 


31> years on a college campus 
—liberal arts courses plus a 
nursing major. 


4. “Internship Year" 
One year working with pay 
‘under supervision in field of 
choice. 


5. Post-Graduate Courses 





_cialized subjects. 
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Variable length of time in spe- 








be observed in avoiding over- 
development of academic programs 
at the expense of experience quali- 
fications for positions of greatest 
responsibility. The specialty boards 
in nursing which have been pro- 
posed should be able to adjust this 
balance between theory and prac. 
tice. 

The acid test of this program 
would, of course, be its acceptanc 
by prospective nurses and _stat¢ 
boards of nursing examiners; in 
this connection a hundred ques 
tions arise: 

How many will want to continue 
with the college course? 

SHOULD the practical year be the 











CREDENTIALS 


High school diploma 


|. Certificate _ 
2. Cap of hospital sheok 


3. Credit I, hae toward cote 
course. 


I. Diploma of bachelor at ows 


ing. - 
2. Cap of collegiate 1 nurse . 
3. B.A. in nursing. - 





1. State examination and registra- 
tion. 

2. Basic nursing under supervision. 

3. Collegiate nursing course. 


“Internship year." 


~ SUCCESSFUL COMPLET 1ON 
QUALIFIES FOR: 
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second year of the college course 
rather than the first? 

WuerE does the private duty 
nurse fit? 

But none of these questions need 
be answered to accept the principle 
of the proposed program. 

The appeal to me in this course 
is its simplicity, practicability, re- 
alistic. approach and _ consistency 
with prevailing educational pat- 
terns. The practical year is a vari- 
ant from the pattern in other fields 
but one must, I think, face the fact 
realistically that the professional 
life of a nurse is quite brief and 
that not all will benefit from a full 
college course. This program also 
provides a means of selection of 
individuals adapted for the collegi- 
ate nursing course. It would require 
only little reorganization of exist- 
ing programs. It suggests the likeli- 
hood that a supply of bedside nurses 
would be available within a year of 
beginning the program. 

Some distinguishing feature be- 
tween a nurse completing the basic 
course and. one having the college 
degree would be desirable. I suggest 
that the cap of each hospital school 
continue to be used by those com- 
pleting the basic course. A new cap, 
nationally accepted, for nurses with 
a college degree should be adopted. 

There are many ramifications of 
this proposal, not all of which have 
been foreseen and few of which can 
be mentioned here. The problem 
of financing, however, deserves a 
brief note. The basic course would 
be financed by students and _ hos- 
pitals as at present and the ex- 
pense of nursing service in hospitals 
would increase; but there would be 
a reduction in disbursements for ed- 
ucation. The college course would 
be financed by the students with 
scholarship aid from hospitals in 
addition to regular sources of 
scholarships. In addition, summer 
work as a nurse to supplement 
funds available to an individual 
student would be possible and en- 
tirely consistent with tradition. 

This plan is not perfect and the 
allotments of time are arbitrary and 
debatable. I only hope that this pro- 
gram, if worthy, will be debated 
widely so that a better program may 
be developed; one in which the 
quality and the spirit of service in 
nursing—in other words, the soul 
of nursing—will thrive. 
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ANY THOUGHT PROVOKING pro- 
posal on the subject of training 
nurses should be welcomed in the 
hospital field, but Dr. Bonnet has 
used a bold brush in painting his 
picture of nursing education of the 
future. The general plan of grada- 
tion in nursing instruction is not 
new, but one may quarrel with his 
method of balancing the practical 
with the theoretical in the training 
program. 

The 11-month basic course which 
he describes would leave little time 
for practical experience if the class- 
room work mentioned were cov- 
ered. Under such a plan, however, 
the student would no doubt be ex- 
pected to pay substantial tuition 
and maintenance costs and it is 
doubtful if large numbers of stu- 
dents would be prepared to bear 
this expense. 

It is questionable also whether 
the 11-month basic course would be 
accepted as one-half year credit in a 
college course in nursing. There 
is greater doubt, however, of the 
ability of many student nurses to 
finance an additional three and a 
half years of academic work in a 
college unless a generous system of 





subsidy is set up to meet most of 
the costs involved. 

The pocketbook side of student 
nurse training cannot be overlooked 
so lightly. Most student nurses now 
are under an apprenticeship system. 
They differ from students in an arts 
college in that they pay only nom- 
inal tuition fees and receive ap- 
proximately $600 in maintenance 
each year of their training. In re- 
turn, they contribute to the hospital 
the nursing services which are part 
of their practical instruction. They 
work their way through the course 
in nursing. 

If funds from private philan- 
thropy or public coffers were avail- 
able to meet the cost, the plan 
proposed would be feasible. Even 
then, however, one may question 
the disproportionately small 
amount of time allowed for prac- 
tical nursing experience in the first 
four years of instruction. The 
author disapproves of ‘“‘physician- 
ettes” but he would probably admit 
the chance of confusion in title 
when, under this plan, a nurse ad- 
vanced through field grade to a 
general’s rank and became a 
“doctor” of nursing. 


ROBERT E. NEFF, FACHA 
SUPERINTENDENT, METHODIST HOSPITAL, INDIANAPOLIS 


THE PLAN oF educating nurses 
by requiring them to pay for the 
greater part of their education by 
their services will have to be 
changed before nursing education 
can attain the ideals of a sound 


professional educational program. 
The responsibility for the present 
situation can hardly be charged to 
any group or groups. 
We suggest greater development 
of a basic program of four years 
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leading to the bachelor of science 
degree in nursing. Collegiate credit 
should be given for the didactic in- 
struction in the pre-nursing sub- 
jects and laboratory credit allowed 
for clinical practice performed in 
the hospital commensurate with the 
educational content of that clinical 
practice. Institutions of higher 
learning and selected hospitals can 
combine forces in a program that 
will develop a more satisfactory 
educational program. 

College and university faculties 
should recognize the credit value 
of the pre-nursing subjects as more 
or less equivalent to the collegiate 
subjects required for a baccalaureate 
degree provided, of course, that 
these subjects can be taught on a 
collegiate level. Ward practice ex- 


perience also should be conducted 
so as to call for collegiate labora- 
tory credit. An internship follow- 
ing the four-year course deserves 
consideration as partial prepara- 
tion at least for positions beyond 
that of general staff nurse. Gradu- 
ate education should be relied upon 
to prepare the nurse for faculty 
positions, administrative positions 
and the specialty fields. 

The economic factors should be 
again stressed. Under these condi- 
tions the student would be required 
to pay more for the nursing course 
and the hospital which exploits its 
school and receives student nurs- 
ing service beyond educational re- 
quirements would experience 
greater financial outlay by having 
to pay more for nursing service. 


The patient cannot be expected to 
pay for the cost of nursing educa- 
tion in his hospital bill. This is 
exactly what he does in those cases 
where the full cost of nursing educa- 
tion becomes a hospital charge and 
includes nursing education costs in 
excess of student nursing services 
rendered. 

There should be only one kind 
of nurse—the professional nurse. 
Ward helpers should be trained to 
serve as assistants to the nurses and 
to perform semi-professional tasks 
so that the nurse may devote her 
activities to strictly professional 
duties of patient care. 

Let us keep the term “nurse” en- 
tirely out of any class of lay-workers 
and limit its use to those who per- 
form the professional tasks. 





ProjJECTING Dr. BONNET’S BLUE- 
PRINT into its eighth or succeeding 
years of operation would mean a 
hospital nursing corps made up 
about as follows: 

Group a—Those who had com- 
pleted the 11-month basic course 
but had not gone on to college. 

Group B—College graduates in 
the year of internship, the majority 
coming up via the 11 months of 
basic training. 

Group c—College graduates with 
the internship completed, some 
looking ahead to postgraduate work 
and others going no farther. 

It is fair to assume that there 
would be a nucleus of nurses in 
each of Groups A and C with two 
or more years of hospital nursing 
experience. There would be other 
identifiable groups as well, but our 
concern is centered mainly on those 
designated above. 

As among these segments of the 
personnel there would have to be 
rates of pay consistent with the 
levels of formal preparation at- 
tained by each. There would be 
little purpose in fashioning a 
scheme of continuous education for 
the nurse if it’ were not coupled 
with an incentive system going be- 
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yond the natural satisfaction which 
broadened preparation supplies in 
and of itself. 

How would the assignment of 
nursing duties be allocated as 
among these three groups? There 
is good reason to doubt whether 
many hospitals could hit upon an 
economical differentiation of nurs- 
ing assignments. This is especially 
true of hospitals with a heavy pro- 
portion of beds in the semi-private 
and private categories. And no mat- 
ter how skillfully a scheme of al- 
location might be designed, it 
would tend to lose force in the 
nurse’s mind under pressures of 
peak loads and employee bargain- 
ing activities. 

Moreover, with the possibilities 
of learning on the job what they 
are, it could follow that some nurses 
with only the basic course would 
come to have as good a mastery of 
nursing skills and be just as depend- 
able as some of the college gradu- 
ates. Educability is not necessarily 
measured by college ambitions or 
years of attendance in higher in- 
stitutions. 





We come then to what seems to 


be the outstanding weakness in the 
scheme—too wide gaps in formal 
training (and remuneration) for 
the functions being performed. ‘The 
nursing corps in such a setup could 
hardly be a cohesive group and the 
hazards faced by directors of nurs- 
ing would be even greater than they 
are today. 

In educating elementary teachers 
for the public schools, we have 
learned that two-year gaps are not 
serious. The tasks of coordinating 
instruction, handling pay schedules 
and effecting group rapport are not 
too difficult where one segment of 
the teaching staff has but two initial 
years of preparation while another 
has finished the four-year, degree 
program. 

Whether this experience has per- 
tinence for the field of nurse edu- 
cation is a matter of conjecture. 
The pinch would come in the ac- 
tion of college or university authori- 
ties in depreciating the credit 
allowed for a two-year basic train- 
ing course. If students completing 
this work could attain degrees in 
two and a half additional years, 
the plan might be worth trying. 
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Plan for an 


INTEGRATED HOSPITAL 


OXUBEE COUNTY IS LOCATED on 
N the center of the East Mis- 
sissippi border adjoining Pickens 
County, Alabama. [ts population of 
25,000 is divided equally between 
Negro and white. 

Most of the inhabitants are en- 
gaged in agriculture, but the recent 
location of a sizable factory in Ma- 
con, the county site, is evidence of 
an expected industrial growth. 
Macon is the largest town in the 
county, with some 3,500 persons and 
is located between Columbus and 
Meridian, the two principal centers 
of the area. Arterial highways con- 
necting counties to the west and 
east of Noxubee converge at Macon, 
and join the north-south highway 
leading to Columbus and Meridian. 

The climate is temperate, with 
mild winters prevailing, while sum- 
mers are hot and humid. 

Existing health facilities include 
the county health clinic, which is 
performing in a highly satisfactory 
manner, and a_ small privately 
owned hospital ‘administered by 
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MODERN NOXUBEE County General Hospital is placed so as to take advantage 
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of rising contours for best orientation 





of patients’ rooms. 
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local doctors. This building cares 
for a maximum load of 25, patients, 
but the services are inadequate and 
the arrangement is poorly con- 
ceived. The character of construc- 
tion and plan combine to make 
addition inadvisable. 

In line with the federal hospital 
program under the Hill-Burton Act, 
Noxubee hopes to participate and 
become an integral part of the co- 
ordinated hospital service plan. 
Noxubee and adjoining areas would 
look to the district center for assist- 
ance in diagnosis and therapy and 
would act as a “clearing house”’ for 
hospitals at Meridian or Columbus. 

Noxubee County Hospital was 
planned to meet these physical con- 
ditions, in anticipation of the fed- 
eral program, before S. 191 became 
Public Law 725. Neither the hos- 
pital nor the design of the building 
has received an official sanction. 
On the other hand, the approach to 


the design and some of the elements 
contained in the proposed building 
represent an effort to comply with 
the standards of the Hospital Fa- 
cilities Division of the U. S. Public 
Health Service. 

In this connection the architect- 
ural profession is about unanimous 
in considering the work produced 
by this agency as exemplary, and 
a sound basis for approaching all 
but the most exceptional problems. 
Hospital administrators would do 
well to examine the published 
standards (Hospirats, May 1946) 
and take advantage of this sound 
coordination of thought between 
medical people and the architect. 

In determining the size of the 
hospital, the staff at the existing 
Macon Hospital agreed that a nurs- 
ing limit of 50 beds would not care 
for immediate needs if Noxubee 
county were to continue handling 
the hospitalization of parts of sur- 
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rounding counties. If it were to be 
an isolated hospital without help 
from other units in outlying areas 
the need would be much greater. 
On the basis of the surgeon gen- 
eral’s formula for arriving at needs 
in isolated areas of 4 beds per 1,000 
population, the size would be set 
at 100 beds in order to care for 
the residents of Noxubee alone. 
However, on the basis that the 
district center, where complete di- 
agnostic and therapeutic facilities 
should be available would care for 
all but general and uncomplicated 
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cases, the need would be closer to 
two and a half beds per 1,000 pop- 
ulation. 

This formula is the basis on 
which the Noxubee board agreed a 
hospital of 50 to 60 beds would be 
correct, with provisions allowed for 
future expansion in the event sur- 
rounding counties failed to carry 
their part of the burden. 

Dr. L. B. Morris and his staff at 
the existing Macon institution, 
which is a proprietary hospital- 
clinic, favor abandoning the use of 
this institution when the new build- 


PICKENS CO 


SUMTER CO. 


NOXUBEE and surrounding counties depend almost entirely on the little hospital in Macon. 
This drawing is intended to show how an integrated hospital system might -be fitted to ex- 
isting conditions, with a new hospital at Macon to be the hub of a rural health center. 
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ing is completed. Consequently the 
new building will take the place of 
the Macon hospital and provide 
some of the added facilities so 
urgently needed. 


The site selected is centrally 
located in a quiet neighborhood of 
Macon. A beautiful group of large 
elm and several mature pecan trees, 
together with the rising contour of 
the ground to the east side were 
among the factors to be considered 
in placing the building on the site. 

In orienting the building, it was 
of primary concern that the pa- 
tients’ rooms be located to take 
advantage of winter sunlight and 
prevailing summer breezes. So much 
has been said and done by the lead- 
ers in architectural progress and 
research about taking advantage of 
direct sunlight that an architect is 
likely to imagine everyone is fa- 
miliar with the working principles 
of “solar planning.” 


The fact that there are only four 
months in the year when direct 
sunlight is not desirable for its heat 
giving quality is reason enough to 
consider making use of this natural 
element in the planning of any 
building. Obviously in a hospital, 
where the cheer of sunlight adds 
so much to the mental therapy of 
the patient and where the added 
germicidal quality of direct sun 
over reflected light is a factor, 
this consideration is given added 
importance. 


Use Solar Principle 


The arc of travel of the sun ap- 


_ proaches the southern horizon in 


fall and winter months. In summer 
months the sun’s rays are directed 
from an arc that aproaches the 
vertical position. The fact that the 
southerly rays are thus focused en- 
ables the architect to screen out the 
sun in summer—when heat makes 
direct rays objectionable—by the 
use of overhangs, and yet allow for 
a full expanse of glass, and over- 
light in winter months. 


The Noxubee patient’s pavilion 
takes full advantage of the “solar 
planning” principle. All patients’ 
rooms are “open” to the south with 
a full expanse of glass and over- 
hangs are provided in the foim of 
balconies above the windows to 
screen out the summer sun. Further 
control is afforded by a drapery 
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CLINICS, doctors’ offices and services are on the first floor with medical, surgical and obstetrical facilities on the second and third. 
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suspended from a concealed track 
set into the ceiling. 

There will be no effort made to- 
ward getting a “quaint” atmosphere 
in the patient’s room. Nonessen- 
tial furnishings and_ particularly 
“styled” pieces will be eliminated. 
The Noxubee patient will be com- 
forted by an orderly and clean ar- 
rangement of simple furniture, 
rather than the questionable ele- 
gance of an imitation Louis XIV 
boudoir. 

While the surgical and delivery 
suites might have been separately 
placed on the floors with their re- 
spective nursing units, thereby 
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affording a desirable, complete iso- 
lation, the two were combined in 
the same block. These two depart- 
ments are, nevertheless, completely 
separated and have no direct con- 
nection. Aside from the importance 
of the economy of this arrangement, 
it is reasoned that staff members 
who work both in surgery and ob- 


_stetrics will find this convenient. 


Central sterilization supply is 
located for convenient service to 
delivery and surgical suites and 
maintains a proper relationship 
with other parts of the building. 

The first floor will incorporate a 
group of doctors’ offices which will 
be a means of providing income for 
the hospital in the form of rent 
from the doctors, and in effect fur- 
nish the hospital an excellent out- 
patient section. The willingness of 
the doctors to maintain offices in the 
hospital building is particularly 
gratifying and should work to the 
benefit of all concerned. 


SOLAR diagram (left) shows how the southern 
exposure with wide overhangs above the win- 
dows permits effective utilization of rays 
from the winter sun while the direct rays 
of the summer sun are screened out fully. 


DECORATED simply and carefully in keeping 
with the modern architecture of the hospital 
exterior, the patients’ rooms are oriented 
to utilize the heat of the winter sun, to 
receive the prevailing summer breezes—so 
important in the southern climate—and to 
have a maximum amount of quiet at all times. 




















A system of central food service 
stems from the kitchen, which is 
located on the service court side, 
works directly with the elevator and 
dumbwaiter and unloads adjacent 
to the floor kitchen. Facilities for 
emergency operating next to the 
ambulance entrance, and labora- 
tory, x-ray, and pharmacy spaces 
commensurate with the size of the 
hospital, together with the admin- 
istration and service sections com- 
plete the first floor facilities. 

A nursing unit of 20 to 30 beds 
may be added later, if it is found 
that the existing building will not 
meet the need, as hospital insur- 
ance plans and an educational pro- 
gram of “hospital consciousness” 
are put into effect. This unit may 
be added as another floor in the 
patients’ block or may be placed 
directly above the surgical-obstet- 
rical pavilion, adjoining the ma- 
ternity patients’ wing. 

There is reason to hope for a 
rapid advancement in_ hospital 
planning and therefore hospital 
care, provided the communities 
that are in need of facilities take 
full advantage of the available in- 
formation relative to the ‘‘Coordi- 
nated Hospital Service Plan,” and 
make use of technical planning 
data which has been set up by the 
U. S. Public Health Service. It has 
been the purpose to consider fully 
these factors in planning the Noxu- 
bee Hospital. 
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discussed and least understood 
subjects confronting hospital ac- 
countants and administrators. ‘The 
guiding factor in a determination 
of depreciation policies is conceded 
to be experience, but experience in 
sound hospital accounting has been 
relatively short. 

Charging depreciation into cost 
is a well established accounting 
principle in industrial organiza- 
tions. It is based on the theory that 
the consumer should be required to 
return the full cost of the product 
or service plus a contribution to a 
fund for the perpetuation of the 
plant. Charging depreciation into 
operating costs and establishing a 
reserve fund for the replacement of 
buildings and equipment is a rela- 
tively new development in hospital 
accounting. The principle differs 
materially from industrial or com- 
mercial usage for a number of 
reasons — historical, legal, financial 
and others — and this difference 
must be kept clearly in mind by 
hospital administrators and ac- 
countants in approaching the sub- 
ject. 

Historically, nonprofit charitable 
hospitals had frowned on the idea 
of including depreciation as a cost, 
with a view of securing a return of 
plant investment from charges to 
patients. ‘his was based on the 
theory that the public had donated 
the institution through building 
funds and other devices, and conse- 
quently should not be burdened a 
second time through a depreciation 
factor in the hospital rate schedule. 
There are indications, however, 
that the public attitude has 
changed. The generous contribu- 
tion system of the past cannot be 
counted on in the future, and it 
appears that other methods must 
be found to finance the replace- 
ment of voluntary hospitals. 


ik ene Is one of the most 


FEBRUARY 1947, VOL. 21 
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Furthermore, a very great amount 
of service now is being rendered to 
patients who are covered by group 
hospitalization plans, either 
through commercial insurance com- 
panies or Blue Cross plans. These 
people are being led to believe that 
the entire cost of their care is being 
met. It may be rather difficult for 
hospital authorities to make these 
people believe later that the amount 
was not adequate to cover cost and 
that they as individuals should 
periodically make contributions to 
building funds. 


Hospitals and Industry 

There are two legal phases which 
should materially differentiate a 
hospital depreciation plan from 
that used by industry. First, there 
are no taxes on income or -other 
forms of taxes in which deprecia- 
tion is a factor with charitable hos- 
pitals. Second, there is no problem 
of safeguarding the rights of stock- 
holders for a return on their invest- 
ment. Taxes and dividends are un- 
known terms in hospital account- 
ing. Since voluntary hospitals are 
not subject to tax laws which tend 
to complicate industrial deprecia- 
tion policies, hospital accountants 
can enter into the subject with 
open minds. Thus it should be 
possible to establish economic and 
accounting definitions and_pro- 
cedures which will eliminate many 
of the problems confronting profit- 
making corporations. 

According to the most widely 
accepted usage, depreciation is a 
recognition of the decline in value 
of fixed tangible assets, particularly 
buildings and equipment. While 
this decline in value is normally 
caused by ordinary usage, it may 
be caused by other factors such as 





obsolescence and inadequacy, and 
these factors are usually included 
in the general consideration of the 
subject. 

Ordinary usage includes the de- 
terioration resulting from friction, 
vibration and other processes in- 
volved in actual operation, plus 
action of the elements and other 
natural processes which are in- 
evitable with the passage of time. 

Obsolescence is caused’ by the 
progress of invention and technical 
improvement. Equipment may be- 
come outmoded by scientific ad- 
vancement and discarded in favor 
of something more efficient and 
economical in operation. Inade- 
quacy occurs when the asset can no 
longer meet the demands placed on 
it due to expansion in service or 
other changes in operating condi- 
tions. 

The member hospitals of the 
Cleveland Hospital Council have 
been including depreciation as an 
item of cost of care since January 1, 
1942. The council plan takes into 
consideration the fact that many 
hospitals have been built in monu- 
mental proportions at a cost be- 
yond the ordinary necessities for 
rendering good care. It seemed to 
be unfair to the average patient 
and, in fact, financially impossible 
even to contemplate a plan of de- 
preciation charge projected into 
rate structures based on actual in- 
vested capital of some institutions. 
It was therefore advisable to put a 
ceiling on the maximum that a hos- 
pital could use for computing 
building depreciation. 

It was agreed that any plan 
whereby depreciation was included 
as a cost and projected into the rate 
structure would defeat its own pur- 
pose unless each institution estab- 
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lished a specific, segregated fund in 
cash or invested in quickly-realiz- 
able securities. The member hospi- 
tals further agreed to put teeth into 
this uniform practice by an under- 
standing that if a hospital did not 
conform to the agreed practice, its 
depreciation cost factor would be 
excluded in any joint or coopera- 
tive activities among the group 
where the cost of rendering care 
was a pertinent feature. The funds 
so segregated can be used, accord- 
ing to the uniform agreement, for 
the following purposes: 

(a) Liquidating existing indebt- 
edness. 

(b) Liquidating other indebted- 
ness incurred prior to the date of 
adoption of the program. 

(c) Replacing plant assets. 

(d) Financing additions to or 
modernization of present plant 
facilities. 

(e) Replacing items of equip- 
ment on which depreciation had 
been set up. 

To further control this fund, it 
was recommended that the respec- 
tive boards of trustees take meas- 
ures to insure that it would not be 
used for operating purposes under 
ordinary conditions and should be 
managed independently of the ad- 





ministrator of the hospital. The 
uniform agreement provided, how- 
ever, that the control body might 
loan the hospital’s operating fund 
such sums as might be necessary at 
times to meet a deficit occurring by 
virtue of extraordinary community 
service needs, but that no such dis- 
bursements might be made except 
by formal action of the control 
body having jurisdiction of the 
fund. 


A Committee Study 


The question of depreciation of 
hospital properties and the proper 
reflection of those charges in the 
operating accounts of the hospitals 
has had the careful study of the 
Accounting Committee of the 
Cleveland Hospital Council for a 
number of years. The Accounting 
Committee, in searching for a de- 
preciation formula which would be 
both simple and practicable, recog- 
nized that book valuations of hos- 
pital buildings were not always re- 
liable, and further that there was a 
wide range in values due to such 
factors as architectural design, con- 
struction and costs. 

Eliminating the recognized meth- 
ods employed by industry for es- 
tablishing building valuations be- 





cause of the expense involved, it 
was felt that a formula based on 
valuations per bed would be suf- 
ficiently accurate for all practical 
purposes and because of its sim- 
plicity would be applicable to 
almost any condition. The devel- 
opment of such a formula entails 
the proper relating of several fac- 
tors such as bed capacity, number 
of cubic feet per bed and valuation 
per cubic foot. 

It was further determined that 
minimum and maximum bed valu- 
ations should be established to 
cover the range of valuations be- 
tween the cost of a hospital plain in 
design with floor areas reduced to a 
minimum, and the cost of a hospi- 
tal of a more elaborate style of ar- 
chitecture with floor areas in- 
creased in various departments and 
refinements in interior finishes, but 
not to the extent of being extrav- 
agant. 

The first basic figure of the for- 
mula for building depreciation is 
cubage. From information the com- 
mittee had on hand, it was decided 
that approximately 5,700 cubic 
feet are required per hospital bed. 
The second basic figure is bed 
capacity. The hospital bed capacity 
is the total adult beds plus one- 
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quarter of the number of bassinets. 
Space designed for hospital beds 
but used for the housing of person- 
nel should be figured as used for 
hospital beds. 

The third basic figure to be con- 
sidered is value per cubic foot. Ad- 
mittedly this figure will vary great- 
ly in different parts of the country 
and under differing economic con- 
ditions. The committee felt that 
this value should be established at 
a figure which would represent 
average normal construction costs, 
and after securing competent engi- 


neering advice arrived at a figure of 


65 cents per cubic foot. 


Bed Valuations 


In determining minimum and 
maximum bed valuations, it was 
agreed that 80 per cent of the base 
figure be used as a minimum and 
130 per cent of the base figure be 
used as a maximum. In valuing 
dormitory beds, a base value of 
$1,800 a bed was used with the 
same percentage spread for min- 
imum and maximum valuations. 

Using the formula as_ stated 
above, the following minimum and 
maximum values per bed were de- 
veloped: 

Minimum Maximum 
Hospital Bed $2,964 $4,816 
Dormitory Bed 1,440 2,286 


A special committee of the hospi- 
tal council was then appointed to 
review building valuations of mem- 
ber hospitals and recommend bed 
valuations to be used for the pur- 
pose of calculating building depre- 
ciation. This committee requested 
from the hospitals the following in- 
formation: 

HosPITAL BUILDINGS— Total num- 
ber of adult beds, total number of 
bassinets, total cubic feet of hospi- 
tal buildings. 

DORMITORY BUILDINGS— Total 
number of beds, total cubic feet of 
dormitory buildings. 

When this information was re- 
ceived, the committee proceeded to 
calculate the valuation per bed— 
based on book values—of each hos- 
pital. The valuations so computed 
were compared with the minimums 
and maximums stated above. 
Where the valuation per bed as 
calculated fell within the range, 
the calculated valuation was used. 
Where the valuation per bed fell 
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below the minimum, the minimum 
was used. Where the valuation per 
bed exceeded the maximum, the 
maximum was used. Each hospital 
was notified of the valuation per 
bed to be used, and a depreciation 
rate of 2 per cent a year was es- 
tablished, since it was agreed that 
the life of the average hospital 
building is 50 years. 


Equipment Formula 


The Accounting Committee fol- 
lowed a somewhat different ap- 
proach in developing a formula for 
depreciation of equipment. Here 
again it was felt that book valua- 
tions of equipment were not to be 
relied on and the situation was 
complicated somewhat further by 
the fact that for years the hospitals 
had followed a policy of charging 
replacements of equipment to oper- 
ating expense at the time of pur- 
chase. 

The committee recognized that 
perhaps the most accurate method 
of computing depreciation on 
equipment is by taking a complete 
inventory or appraisal and estab- 
lishing a plant ledger wherein a 
record could be kept of deprecia- 












tion on individual items of equip- 
ment. This plan was immediately 
discarded as being too complicated 
and too costly to operate. 


It must be admitted that certain 
items of equipment have a useful 
life, which varies materially from 
the useful life of other types of 
equipment. It was felt, however, 
that a plan could be developed us- 
ing a composite rate of depreciation 
which would provide sufficient ac- 
curacy and at the same time reduce 
record keeping to a minimum. 

In determining a composite de- 
preciation rate, the committee felt 
that the average life of equipment 
as a whole could be considered to 
be 16 years, and therefore items of 
equipment purchased prior to that 
time could be considered fully de- 
preciated, and a reserve of 100 per 
cent established. 


The next step was to analyze the 
equipment accounts of the various 
hospitals and develop schedules 
showing the amounts capitalized by 
years over the 16-year period. Re- 
placement items charged to expense 
during this time were added back 
to the equipment account. These 
schedules were prepared without 
too much difficulty from annual 
audit reports of the hospitals. 


With this information before the 
committee, it was a simple matter 
to determine the cost of equipment 
purchased during each of the 16 
years, and thus arrive at the applic- 
able depreciation reserve. To the 
reserve so calculated was added a 
reserve of 100 per cent for equip- 
ment over 16 years old, the result- 
ing figure being the accumulated 
reserve for depreciation of equip- 
ment at the current date. 


Figure 1 illustrates how these 
schedules were prepared. Each hos- 
pital was furnished with a schedule 
developed from its own records. 
Each also was furnished with a 
comprehensive check list of items 
that must be charged to the equip- 
ment account rather than to ex- 
pense, thus assuring uniformity in 
charging items to the capital ac- 
count. 

The depreciation formula de- 
scribed has been successfully used 
by the member hospitals of the 
Cleveland Hospital Council for 
several years. It has proved prac- 
tical and simple of operation. 
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For CURRENT Medical RECORDS 


EDICAL HISTORIES in a general 
M hospital with a large courtesy 
staff are a pressing problem. His- 
tories which are not promptly writ- 
ten up by the attending physician 
decrease in value according to the 
time they are left without being 
completed. In order to achieve the 
desired goal of having all histories 
completed on arrival in the record 
room, a system must be worked out 
which keeps the physician in con- 
stant touch with this phase of his 
work. 

This system should first notify 
the doctor that there is history work 
for him to do, next point out the 
advantages of keeping his work up 
to date, and finally call upon the 
policing agency of the hospital 
to enforce the rules in regard to 
doctors delinquent in history work. 

The system developed  success- 
fully at New Rochelle Hospital 
during the past three years is pre- 
sented here because there are sev- 
eral rather novel features which 
may be of value to others with a 
similar problem. The success of 
this system depends on steady pres- 
sure from the record room staff, 
from the superintendent’s office 
and finally from the medical board 
or other supervisory authority which 
controls the hospital privileges. 


Set Up History File 


One of the greatest aids in 
straightening out the situation of 
incomplete histories is the history 
file which shows all the incomplete 
histories and the physicians re- 
sponsible for them. Early in this 
work it became evident that a new 
file must be set up giving quickly 
the number of charts for each doc- 
tor. A file was obtained and a form 
card worked out. This index card 
gives the name of the patient, the 
history number, date each notice is 
sent out to the doctor regarding his 
incompleted history and when the 
history has been completed to the 
satisfaction of the record room staff. 
These cards are filed under the 
doctor’s name. At any time one can 
determine how many histories are 
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incomplete for each doctor from 
his cards. Monthly reports of in- 
complete histories are compiled 
from these cards. 

When the patient is discharged 
from the hospital the history chart 
comes from the wards to the record 
room where it is examined and the 
type of incomplete data is noted. 
At this time a card is mailed to the 
doctor which tells him that history 
or histories have been received in 
the record room and that his atten- 
tion is needed to complete them. 
(Figure 1.) 

If a month to six weeks passes 
without this record being brought 
up to date the second notice to the 
doctor is sent out. (Figure 2.) 

After an additional three to four 
weeks, if no progress is made to- 
wards completion of the history in 
the record room, the third notice 
goes out calling the physician be- 
fore the medical board for an ex- 
planation of his failure to do his 
work. These notices have done a 
great deal towards bringing the 
medical histories into better con- 
dition. (Figure 3.) 

A reach-back to school customs 
brought up the idea of a report 
card. This gives the physician a 
report of his standing in the history 
work every month. It makes the 
doctors feel they have a vital in- 
terest in this history work and in- 
troduces a mild element of com- 
petition. The card.grades the doc- 
tor according to the excellence of 
his work in keeping his histories 
up to date. (Figure 4.) 

This grade is established as “A” 
when all the incomplete histories 
are in the current month. If the 
incomplete histories extend back 
one month then his grade is “B.” 
If the histories go back two months 
then the grade goes down one more 
step. An “F” automatically brings 
a call before the medical board. 


Visualizing the history work of 
the entire staff is another way to 
make the doctor notice his position 
in our history work. This is done 
by setting up a large bulletin board 
having all of the doctors’ names on 
it. Each month every staff doctor 
is given a star after his name ac- 
cording to the status of his history 
work. Thus, month by month the 
grade of each doctor is shown on 
the history roll. Different colored 
stars are used to indicate the grades 
and these are put on the history 
roll after the doctor’s name each 
month as follows: A—gold; B— 
silver; C—green; D—blue; and F— 
red. A flag star was placed after 
the doctor’s name while he was in 
military service. 


Graph Shows Progress 

A graph showing the decline in 
the total incomplete histories 
month by month was posted on 
the wall of the record room. This 
graph stimulates the doctor’s inter- 
est and illustrates the success of the 
system. The number of incomplete 
histories increased in 1945 because 
physicians are busier from Decem- 
ber to June and the department 
lacked two stenographers during 
this period. (Figure 5.) 

The annual Christmas Card pro- 
duced on our mimeograph machine 
adds a very pleasant touch in the 
direction of better relationship 
with our medical men. Each year 
one of these is made up by our 
record room staff and sent to all 
the physicians. ‘These cards are 
only a sheet of paper but carry the 
season’s goodwill greeting and a 
gentle reminder that good history 
work is important. 

It is interesting to note that not 
only are the histories being kept 
up to date, but that the quality of 
the history work done in our hos- 
pital is steadily improving and that 
more and more of it is done on the 
floors before the histories get to the 
record room. Thus the records are 
fresher and more comprehensive 
and of greater value not only for 
the present but for the future. 
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IF THE history of any patient is found to 
be incomplete after his discharge, a card 
(No. 1) is mailed to his attending physician. 












THE SECOND notice (No. 2) is sent to the 
physician if a month to six weeks elapses 
without the record being brought up to date. 
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A REQUEST to appear before the hospital’s 
medical board (No. 3) is sent the doctor if 
necessary after an additional 3 to 4 weeks. 





MILD competition is provided through the 
use of the card (No. 4) grading the doctor 
on his work in keeping histories up to date. 


MONTHLY decrease or increase in total of 
incomplete histories is shown in the graph 
(No. 5) displayed on the record room wall. 








UNIVERSITY Hospital, Ann Arbor, is taking a prominent part in the development of Michigan's decentralized resident training program. 


Hospitals’ New Role as 
MICHIGAN DECENTRALIZES 


HE MICHIGAN HOSPITAL SURVEY, 
f encom in cooperation with the 
Commission on Hospital Care by 
the Hospital Study Committee, em- 
phasizes again the major function 
of the hospital as an educational 
institution, regardless of its size or 
location. This responsibility is not 
only to teach the general public 
healthful living and the prevention 
of disease, but to educate physicians, 
dentists, nurses, technicians, dieti- 
tians and others who give service. 
Medical education at the under- 
graduate level is limited to com- 
paratively few hospitals associated 
with medical schools. At the gradu- 
ate level the larger general hospitals 
in the cities and some of the special 
hospitals are also approved for in- 
ternships and residencies. At the 
postgraduate or continuing medical 
education level all hospitals should 
function as teaching institutions, 
but many do not, except to a very 
limited extent. 
The hospital functions effectively 
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in serving the public largely in pro- 
portion to its activities in the field 
of medical education. The ideal is 
that every hospital participate in a 
continuing pragram both at the 
graduate and postgraduate levels. 
The larger hospitals have interns 
and residents on duty 24 hours 
every day. To serve their communi- 
ties effectively, smaller hospitals 
should offer the same service. How 
to bring this about is the problem. 

The trend in recent years has 
been in the opposite direction be- 
cause the raising of educational 
standards for internships and 
residencies has made it more diffi- 
cult for hospitals located away from 
medical schools to meet the require- 
ments for approval by the accredit- 


ing agencies. The specialty boards 
are requiring greater integration of 
basic science instruction into the 
clinical teaching program for resi- 
dent physicians, and few hospitals 
away from medical school centers 
have available in the community 
qualified teachers to give this in- 
struction. Fewer and fewer hos- 
pitals are finding it possible to meet 
the requirements. 

After the formation of the vari- 
ous specialty boards, it soon became 
evident that if doctors were to pre- 
pare themselves for certification 
they must have the opportunity to 
continue their studies in the basic 
sciences in association with the clin- 
ical programs during the resident 
training period. About ten years 
ago the medical faculty of the Uni- 
versity of Michigan had foreseen 
the need for making the educational 
resources of the medical school 
available in much larger measure 
to hospitals throughout the state. 


‘This was emphasized by the large 
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number of returning veterans who 
demanded a greatly increased num- 
ber of approved residencies. 

A grant from the W. K. Kellogg 
Foundation, Battle Creek, made it 
possible for the medical school to 
obtain a coordinator of the pro- 
gram, enlarge its basic science 
faculty and to offer at the university 
a program of training and review 
courses to meet the needs of return- 
ing veterans—who plan to return to 
private practice within a short time 
—and to start its decentralized resi- 
dent training program. Some of 
the objectives of the residency train- 
ing program are to provide more 
and better specialists and general 
practitioners, and day-by-day con- 
tinuing education for physicians, 
especially in the rural areas, through 
the media of regional and com- 
munity hospital teaching services— 
including ward rounds, staff meet- 
ings and clinical pathological con- 
ferences. 


Closer Relationships 


This is in reality an extension of 
the activities of the Division of 
Graduate and Postgraduate Med- 
ical Education at the university. 
Its major purpose is to improve the 
quality of medical care for the peo- 
ple. This project fits into the 
Michigan plan for an integrated 
system of hospitals! and it should 
be an important factor in assuring 
its success. ‘This is definitely a part 
of the plan to bring about closer 
working relationships between hos- 
pitals, from the medical school 
teaching units through the regional 
and community hospitals to the 
local health center. 

When a hospital indicates its de- 
sire to affiliate with the university 
in the Graduate Medical Education 
Program, the coordinator visits it 
and presents the plan. The four- 
year program includes the intern- 
ship, a year as assistant resident, the 
year of basic science continuation 
study at the university and the final 
year of the residency. 

The interns and residents are 
selected by the affiliated hospital 
with no supervision or interference 
on the part of the university, except 
that it reserves the right to veto any 
appointment for the third year in 
continuation study, and the hos- 
pital must assure each resident an 





1. Michigan’s Blueprint of Integrated 
Service. Hospitals, October 1946, page 35. 
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additional clinical year after he has 
completed the year at the univer- 
sity. The hospital agrees to maintain 
the following teaching program: 

1. Teaching ward rounds con- 
ducted daily. 

2. X-ray conferences in each af- 
filiated service every week. 

3. Clinical pathological confer- 
ences, which may alternate between 
the medical and surgical services, 
every week. 

4. Clinical conferences by the 
medical service and clinical and 
necropsy review conferences by the 
surgical services are recommended. 

5. Responsibility during the 
surgical resident’s fourth year for a 
15- to 20-bed ward or its equivalent. 
In private hospitals he shall be al- 
lowed to perform certain operations 
while the private physician acts as 
first assistant and preceptor. 

6. Each chief of service must be 
either a diplomate or a fellow of his 
respective board or college. When 
this requirement cannot be fulfilled, 
a visiting physician or surgeon with 
the above qualifications may be 
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selected from the service to act as 
counselor and preceptor. 


In addition, the university is pre- 
pared to send members of its faculty 
to the affiliated hospitals to partici- 
pate in ward rounds and confer- 
ences. It is anticipated that each 
affiliated hospital might depend on 
one or two such conferences and 
ward rounds a month. 


To Award Certificates 


At the end of the training pro- 
gram, the resident will be given a 
certificate by the hospital and the 
medical school. If, for any reason, 
the affiliated hospital does not de- 
sire a joint certificate, the university 
will give one to the individual stat- 
ing that he had completed his train- 
ing in basic science continuation 


study. 


During the year at the university 
the residents are divided into two 
basic groups—medicine and surgery. 
It is planned to have in addition, 
groups in otolaryngology, ophthal- 
mology, radiology, and obstetrics 
and gynecology. Because of the 
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FIGURES indicate the number of cooperating hospitals located in each of the ten cities. 
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large number of veterans this year, 
it was decided to take advantage of 
an eight weeks’ course in the 
“Basic Medical Sciences and Their 
Application to Clinical Medicine,” 
offered by the School of Postgradu- 
ate Medicine. In addition, during 
this first eight weeks, three hours 
each week of normal histology are 
presented to the affiliated group. 


The next eight weeks are devoted. 
to instruction in pathology, con- 
sisting of one or two hours a day 
of lecture or seminar, with the re- 
mainder of the time devoted to 
gross and microscopic pathology. 
The next eight weeks are assigned 
to instruction in biochemistry, phar- 
macology and physiology. These 
subjects are also conducted as sem- 
inars with the afternoons allotted 
to directed library reading or labo- 
ratory demonstration. 


Emphasize Specialty 


The surgical group then devotes 
eight weeks to anatomy; during this 
time they dissect the entire body 
with special emphasis placed upon 
the surgical specialty they intend to 
pursue. The counterpart of the 
eight weeks in anatomy for the 
medical group is five additional 
weeks of biochemistry, physiology 
and pharmacology, and three weeks 
of developmental anatomy, as well 
as demonstrated anatomy of the 
heart and thorax, with the dissec- 
tion of the beef heart conduction 
system. 

Each group spends the next four 
weeks in bacteriology, one-fourth 
of which is devoted to classical 
bacteriology, one-fourth to virus 
diseases, one-fourth to immunology 
and one-fourth to recent experi- 
mental work in the antibiotics. 


During the last 20 weeks, two 
mornings each week will be spent 
in the hospital where clinical ma- 
terial will be correlated with the 
basic science problems under dis- 
cussion. 

The remaining three months of 
the year may be spent according to 
one of the following plans: 

1. A research problem, which 
has been conceived and approved 
during the preceding nine months, 
may be initiated in either one of 
the basic sciences or one of the clin- 
ical sciences. If this is not completed 
by the end of the three months, it 
is hoped that work will continue on 
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this problem at the affiliated hos- 
pital under the guidance of the 
preceptor at the university. 


2. If research is not desired, the 
three months may be spent in one 
of the special clinics at the uni- 
versity, provided the chief of service 
approves the individual for this 
work. 


The basic science course for those 
in obstetrics and gynecology will 
approximately be two-thirds the 
length of those for the other surgi- 
cal specialties and will include spe- 
cial anatomy and pathology, as well 
as developmental anatomy. The 
basic science course for those in 
radiology will be six months in 
length and include anatomy, radia- 
tion biology and radiation physics. 
The program for otolaryngologists 
and ophthalmologists will also be 
two-thirds the length of the regular 
surgical course and will include 
special anatomy and pathology for 
these specialties. 

To carry out these plans it has 
been necessary to appoint addi- 
tional faculty members in the basic 
science departments. Members of 
the clinical departments will make 
the visits to the affiliated hospitals 
as outlined above. 

Each of the basic science depart- 
ments has outlined a course of 
instruction which is primarily de- 
signed for men during their resi- 
dent training years. These courses 
are not mere repetition of the pre- 
clinical years of medical school nor 
are they courses designed primarily 
for graduate students in any of the 
preclinical departments. By making 
available extra faculty members to 
the basic science departments, they 
are able to carry this program in 
addition to their present teaching 
duties. 


Nineteen Seek Affiliations 


Hospitals requesting affiliation 
number 19, and are located in 10 
cities in Michigan. Not all will par- 
ticipate this year but plan to send 
residents to the university next year 
or the year following. The program 
started in October 1946 with 26 resi- 
dents for the basic surgery and the 
basic medical course and it is an- 
ticipated that 12 or 15 more will 
be included in the shorter courses 
mentioned above. 

A program of this nature will 
make the teaching facilities of the 
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university available to a large group 
of individuals, as well as institu- 
tions, by providing instruction in 
the preclinical sciences. Further- 
more, the teaching programs which 
the affiliated hospital will initiate 
will make the resident training years 
more profitable and at the same 
time the practitioner of the locality 
will be stimulated to continue his 
medical education. 

It is well known that the ideal 
practice of medicine is a combina- 
tion of the care of the sick, teach- 
ing of medicine, and research in 
either the basic medical subjects or 
the clinical medical sciences. If, 
through this program, the univer- 
sity can extend the influence of its 
basic science and clinical depart- 
ments to the regional hospital and, 
through it to the community hos- 
pital and local health center, then 
the practice of medicine will more 
closely approach the ideal for which 
all physicians should strive. 

Assign Resident 

The University Hospital is ex- 
perimenting with a resident in 
pediatrics during his last year by 
assigning him for three months to 
the 55-bed community hospital in 
One reason this hos- 
pital was selected for the experiment 
is that its director is also the county 
health officer and a working rela- 
tionship between the preventive and 
curative medical services in this 
typically rural county (which has a 
population of 24,000) is much bet- 
ter than in most places. 

This kind of coordination is rec- 
ommended in the Michigan hos- 
pital study. No physician in this 
community or in hundreds of other 
similar communities in the nation 
has anything like the training this 
resident has had in pediatrics. He 
should make a definite contribution 
to the practice of pediatrics in this 
county and at the same time he will 
learn a great deal about the prac- 
tice of pediatrics in the nation’s 
smaller communities that will be 
of value to him when he gets into 
private practice on his own in a 
larger community, with patients 
coming to him from rural areas. 

This program is not static. It is 
a research project that will be 
changed from year to year as indi- 
cated by experience, the suggestions 
of participants and developments 
in hospitals in other areas. 
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The ELEMENTS OF AN 


EFFICIENCY SCORE 


OSPITAL ADMINISTRATORS, in 
H common with the window 
cleaner and all other employees, 
should keep an eye constantly on 
their personal efficiency score and 
give immediate attention to a care- 
ful check of things the moment they 
begin to slip on the scoreboard. 

When an employee takes more 
out of the institution than he puts 
in, he is a liability. When he puts 
more in than he takes out, he is an 
asset. The hospital employee who 
desires to enjoy an uninterrupted 
period of service with the institu- 
tion must make certain that he is 
an asset and not a liability. Careful 
management weeds out the liabili- 
ties and rewards the assets. 


Depends on Attitude 


Whether an employee is an asset 
or a liability often depends on his 
attitude about the so-called little 
items that are important to the life 
of the institution. To help one de- 
termine whether he is a liability or 
an asset he might check his daily 
record on several points. These 
points may have appeared unimpor- 
tant to him but he may discover 
that he is either a failure or success, 
depending on how he naturally re- 
lates himself to the points suggested 
by the following questions: 

Is he right on time for all of his 
appointments or does he have a 
careless attitude toward unwarrant- 
ed tardiness? Are his promises as 
“good as gold” or must they be 
taken with a “grain of salt”? Is he 
as neat in appearance as his par- 
ticular job will allow or is he in- 
different and careless in personal 
appearance? Is he interested in help- 
ing make the work of the institu- 
tion a success or is he simply inter- 
ested in receiving his paycheck? 

As he passes along the halls of 
the building and sees crumbled 
paper on the floor, does he stoop 
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and pick it up or does he say to 
himself, “‘Let the housekeeper pick 
that up for that belongs to her de- 
partment and it is none of my busi- 
ness”? If he sees a window left open 
when a rainstorm has developed 
suddenly and he sees the rain com- 
ing in on furniture and floor, does 
he close the window or does he say 
to himself, “Why should I worry 
about an open window, for I am a 
bus boy?” If he sees an unclosed 
door swinging and banging in the 
wind, does he close it. or does he 
figure some one else will come 
along and close it? 

Perhaps it is a nurse who dis- 
covers a leak in the steam line. Does 
she report it or does she figure it is 
less trouble to just let it go till the 
engineer discovers it on one of his 
regular rounds of inspection? If the 
employee belongs to the mainte- 
nance crew, does he “just forget” 
to pick up the tools when he is 
through with them and so leave 
them to be carried away by some 
finder, or does he return every tool 
to its assigned place? If the em- 
ployee belongs to the garden and 
grounds crews, does he carelessly 
“plant” pliers, wrenches, hammers, 
files and so forth all over the place 
so they are plowed under here and 
there? 

If he is the official “oiler,” does 
he supply oil regularly at every 
point of need or does he carelessly 
prepare the way for burned out 
bearings? If he is the x-ray techni- 
cian, does he just guess at right po- 
sitions and distances so a second 
film is necessary in order to pro- 
duce a worthwhile picture? If he is 
a painter, does he just guess at the 
amount of thinner to be used so 
the paint job has to be done over 
within a few months? Or does he, 


when through for the day, leave 
paint uncovered and paint brushes 
to dry and break up? 

As an employee who must use 
ladders in his work, does he leave 
such ladders lying around on the 
grounds or leaning against a fence 
or a tree or against buildings or in 
hallways, thus making it an easy 
matter for wind or rain to ruin both 
ladder and property or be the cause 
of accidents, expecting the hospital 
to pay for all damage done? 

Does he smoke where smoking is 
a fire hazard (neaz gases, oil, grease 
or gasoline)? Does he flip ashes and 
stubs on floors of rooms or hallways, 
thus keeping some one busy clean- 
ing up after him? Working as a 
member of a crew, does he spend 
much of his own time telling stories 
and the time of other employees 
listening to his stories or does he 
recognize the time is paid for by 
the institution and that it is unfair 
to his employer to waste such time 
needlessly? 

Careful of Supplies 

If the employee is responsible for 
handling supplies, is he as careful 
with such supplies as he would be 
if they represented his own personal 
investment? Is he the type of em- 
ployee who is always very much 
afraid he will perform some little 
task he was not specifically hired 
to do? Or is he the type who works 
for the good of the hospital and is 
never afraid to do more than his 
share of the work? 

Does he.act friendly and cheer- 
ful toward those whom he contacts 
or does he act as if all his friends 
have died? Is he a loyal employee 
always alert to build good will and 
confidence for the hospital or does 
he undermine the efforts of those 
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who are working earnestly to make 
the hospital a place of cheer and 
real hospitality? Is he able to do 
team work with fellow employees? 
Is he honest? As an employee, does 
he study how to become more and 
more efficient in his work? Is he 
progressive? 

Hundreds of questions could be 
listed, the true answers to which 
would largely determine which em- 
ployee is an asset and which a 
liability. 


The whole atmosphere of the hos- 
pital is influenced directly by the 
attitude of its employees and that 
atmosphere is conducive to either 
success or failure. A successful hos- 
pital program must be carried for- 
ward on a plane much higher than 
is the case in ordinary mechanical 
commercialism. The hospital is 
dealing with more than material 
things—it is dealing with life and 
death. 

Every employee must have a spirit 





of unselfishness if he is to be an 
asset and contribute definitely to- 
ward successful operation of the 
institution. It is “going the second 
mile” that really counts. It is re- 
sponding to uncalculated obliga- 
tions that makes the difference be- 
tween the successful and the un- 
profitable employee. Nearly all em- 
ployees can be assets if they are 
willing to pay the price and need 
not be set aside as liabilities and 
replaced by those who are assets. 





A Method of Computing 


THE DAILY SALARY RATE 


F Spree of hospitals have 
changed their policies with re- 
spect to the payroll periods for non- 
professional employees. Wages are 
now being paid on a weekly basis. 

Recent contacts with a few hos- 
pitals in New York City still paying 
employees on the basis of a monthly 
salary rate revealed a very interest- 
ing situation with respect to the 
manner in which an incumbent’s 
per diem wage was determined. At 
least three different methods are 
used to compute the daily salary 
rate. 

For example, let us assume that 
an individual is employed at the 
rate of $75 a month. Hospital “A” 
computes the per diem salary rate 
used to determine salary payments 
for fractional periods by dividing 
the monthly rate by 30, regardless 
of the month in which payment is 
to be made. This results in a per 
diem rate of $2.50. 


Hospital “B” divides the monthly 
rate by 26 (on the assumption there 
are 312 working days in a year), 
which produces a per diem rate of 
$2.88. 

Hospital “C” divides the monthly 
rate by the number of days in the 
month in which the fractional sal- 
ary payment is to be made. The re- 
sult is that in February the per diem 
rate would be $2.68, in March it 
would be $2.42, and in April, it 
would be $2.50. 

This variance in the method of 
arriving at an individual’s per diem 
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salary rate must be confusing to 
employees, to say the least. Further- 
more, if the situation were examin- 
ed closely, one would find consid- 
erable inequity in the policy of di- 
viding by go or by the total num- 
ber of days in any given month, 
since this method of computation 
fails to take into consideration the 
fact that most individuals are en- 
gaged on the basis of a six day week. 

Dividing the monthly rate by 26 
appears to be the most equitable 
method of computing an employee’s 
salary for one day. This statement 
may be tested by using the “long 
method” of arriving at the daily 
rate of pay, the formula for which 
may be stated as follows: Monthly 
rate X 12 (months) — 52 (weeks) 
+ 6 (working days) = daily rate of 
pay. 

Applying this to the illustration 
noted above, we would first arrive 
at the annual salary of an individ- 
ual, which at $75 a month would 
amount to $goo. Dividing by 52 pro- 
duces a weekly wage of $17.31. If 
the number of working days per 
week is 6, the day rate would then 
be $2.88 ($17.31 + 6). The result- 
ant figure is the same as the per 
diem rate computed by dividing the 
monthly rate by 26. 

Inasmuch as the present tenden- 
cy is to determine an individual's 
earnings based on a weekly wage, 
it may be well for hospitals to con- 


From an article in the May 2, 1946, issue 
of Postings for the Hospital Accountant, 
published by the United Hospital Fund of 
New York. 





sider the abolition of the semi- 
monthly or monthly payroll with 
respect to unskilled workers and 
adopt instead a weekly or bi-weekly 
payroll period. In this way an in- 
dividual’s earnings could be asso- 
ciated with a given weekly wage, 
which should automatically elim- 
inate any difficulty in the computa- 


‘tion of the daily salary rate. 


The payment of salaries on a bi- 
weekly basis would involve 26 pay- 
roll periods instead of 24 a year. 
It would also involve the necessity 
of accruing wages at the end of a 
month so that the full salary ex- 
pense could be reflected on finan- 
cial statements. While this may re- 
sult in extra work for the account- 
ing office, it is interesting to note 
that one hospital is now paying 
about 1,800 of its 2,400 employees 
on a weekly basis without difficulty. 


It is further suggested that all 
hospitals seriously consider paying 
non-professional employees such as 
orderlies, porters, maids, kitchen 
helpers and the like, weekly or bi- 
weekly on the basis of an hourly 
rate rather than on the basis of a 
weekly wage which would seem to 
be much more equitable inasmuch 
as various institutions require em- 
ployees to work a different number 
of hours. Expressing an individual’s 
salary in the form of a weekly wage 
is almost meaningless unless it is 
coupled with information as to the 
number of hours an individual has 
to work each week. 
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Some Problems 
Encountered 
In Caring 


Excluswely 
For 
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BEHIND THE 1,660-bed Goldwater Memorial Hospital is Queensborough Bridge which spans 
the East River and provides entrance to Welfare Island from the boroughs of New York City. 


CHRONIC DISEASE PATIENTS 


N ITS SEVEN YEARS of existence the 
Goldwater Memorial Hospital 
has had some experience in over- 
coming obstacles that may be useful 
to other agencies that serve chronic 
disease sufferers. 

On July 6, 1939, the City of New 
York opened the Welfare Hospital 
for Chronic Diseases (now known 
as the Goldwater Memorial Hos- 
pital) on Welfare Island as its first 
hospital exclusively for chronic dis- 
ease cases. From that date until the 
present time, all types of chronic 
disease patients, excepting tubercu- 
losis, mental and cancer cases, have 
been accepted and treated here. 

The hospital, with its present 
1,660 beds, has three divisions. The 
first, affiliated with Columbia Uni- 
versity College of Physicians and 
Surgeons, has a research service of 
15 beds; the second division in- 
cludes medical service of 420 beds, 
neurological service of 315 beds 
ind surgical service of 105 beds; 
the third division, affiliated with 
New York University College of 
Medicine, provides medical service 
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of 415 beds, neurological service of 
210 beds, research service of 45 beds 
and surgical service of 105 beds. 

While it is felt that great strides 
have been taken in this experiment 
in giving improved and scientific 
treatment to chronic disease suffer- 
ers by means of a special hospital, 
many of the plans originally made 
by the hospital have not been real- 
ized for five outstanding reasons: 

1. Lack of knowledge on the 
part of referring agencies as to what 
constituted a proper chronic dis- 
ease case for admission. 

2. The necessity of accepting 
cases not suitable clinically, in or- 
der to relieve overcrowded condi- 
tions in other city hospitals. 

3. The necessity of keeping 
purely custodial cases not in need 
of actual hospital care because of 
the limited facilities of the city to 
house custodials. 

4. World War II—(a) the neces- 
sity of accepting from other city 





hospitals patients not suitable clin- 
ically in order that those city hos- 
pitals might maintain empty beds 
for use in the event of a major dis- 
aster, and (b) the diversion of the 
facilities and staff of the research 
services to projects for the federal 
government in association with the 
war. 

5. Difficulties in obtaining nurs- 
ing personnel. 

Shortly after Goldwater Memorial 
Hospital opened, the administra- 
tion officers and staff realized that 
there was a marked lack of knowl- 
edge on the part of referring agen- 
cies as to which types of cases should 
be sent for admission. These agen- 
cies—other city hospitals, voluntary 
and private hospitals, social service 
organizations and some physicians 
—seemed to think that the hospital 
had been opened for cases that 
needed no further medical care— 
in short, out-and-out custodial cases. 

In order to correct that erroneous 
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impression an admission commit- 
tee developed the following defini- 
tion for distribution to referring 
agencies: A chronic case, for the 
purpose of Welfare Hospital, is one 
suffering from a definite sympto- 
matology of long duration or ex- 
pected long duration, promising 
some possibility of improvement, 
relief or cure under active medical 
treatment. Chronic cases which 
might contribute to the advance- 
ment of medical knowledge through 
research are especially suitable. 

Patients are not desirable when 
pathological changes are complete, 
when effective treatment for a spe- 
cific condition is not practicable 
and when there are no clear indica- 
tions for hospital care. Such cases, 
whether bedfast or ambulatory, 
should be cared for in homes for 
the aged. 

Despite the definition, the hos- 
pital continued to find itself with 
an overbalanced percentage of cus- 
todial cases. In the beginning, 
these had to be accepted in order to 
relieve congested conditions in other 
city hospitals. Later, during the 
war years when it was suggested by 
city and civilian defense authorities 
that empty beds be maintained in 
hospitals on the city mainland for 
use in the event of a bombing, 
Goldwater Memorial was called 
upon ‘to help meet the emergency 
by accepting many cases from the 
hospitals involved. 

In most instances, the cases sent 
were custodials. Moreover, when 
they arrived, they remained. The 
reason for this was that the city 
has only two homes for custodial 
cases, both of which usually are 


filled to capacity and place restric- 
tions on referrals, accepting only 
ambulatory and not incapacitated, 
custodials. 

Unfortunately, therefore, a real 
problem has faced the hospital 
authorities regarding the many pa- 
tients now at Goldwater Memorial 
Hospital who have no homes and 
who need purely custodial care. 





THIS all-metal, improvised, portable bath 
slips over the regular tub and is used for 
patients suffering with advanced arthritis. 


PATIENTS participate in various types of 
suitable games and activities in one of the 
32 ward solariums at Goldwater Memorial. 






These cases are maintained by the 
city at an expenditure greater than 
their needs warrant; they do not 
present the clinical material in 
which the staff is interested and 
their presence in the hospital means 
that many chronic disease sufferers 
are barred from admission becaus« 
of inadequate space. 

The present commissioner of the 
Department of Hospitals of the 
City of New York, Dr. Edward M. 
Bernecker, readily recognized the 
problem and saw that the plans foi 
scientific work at Goldwater Me- 
morial might end in failure if this 
condition continued. Through his 
efforts the city’s planning commis- 
sion approved his request for a 
néw 1,000-bed institution on Wel- 
fare Island for the housing of cus- 
todial cases. 

At the request of the Office ol 
Scientific Research Development in 
Washington, the staff, personnel 
and facilities of the hospital’s two 
research services were used during 
the war for scientific work in asso- 
ciation with problems incident to 
the war. ‘The research service of the 
first division, in addition to con- 
tinuing its activities in chronic dis- 
eases, conducted research work for 
the federal government both on the 
suitability of bovine albumin as a 
blood substitute and on the effect 
of aviation altitudes upon nutri- 
tional requirements. The research 
service of the third division was 
requested to work on the chemo- 
therapy of malaria. 

The difficulties of all civilian hos- 
pitals during the war in obtaining 
nursing personnel were experienced, 
it seems, in an even greater degree 























































MUSIC therapy plays an important role in ~ 
the convalescence of patients, especially 
the younger ones who are shown practicing. 








at Goldwater Memorial Hospital. 
Moreover, the postwar period 
brought not relief but an intensifi- 
cation of the problem. 

When it first became acute, prac- 
tical nurses were substituted, but 
they, too, left for easier and more 
remunerative work elsewhere. As a 
matter of necessity, attendants had 
to be appointed on a larger scale in 
order that the patients might be 
given at least the minimum amount 
of necessary nursing care. This step 
did not solve the problem and was 
taken as a matter of expediency. 

One day during the summer of 
1946, out of a budgetary allowance 
of 313 registered nurse positions, 
only 58 position were filled. Of that 
number, 43 nurses were actually on 
duty and 15 were absent because ol 
illness, vacation and the like. On 
the same day, out of 118 positions 
for practical nurses, 81 were filled. 
Of these 63 were on duty, 18 being 
absent for various reasons. 





Require Much Nursing 

To give an idea of the nursing 
work that must be done at Gold- 
water Memorial, the following fig- 
ures are cited. Approximately 450 
of the 1,600 patients are inconti- 
nent and must be changed several 
times daily; more than 1,000 semi- 
bedfast patients must be helped in 
and out of their beds and wheel- 
chairs daily; about 250 patients 
must be fed by employees because 
they cannot lift their hands to feed 
themselves, and a correspondingly 
high percentage cannot move so 
much as a muscle to help them- 
selves or the nurses in the _per- 
formance of a single function. 

At the present time, it is not the 
intent of the author to go into 
details on clinical aspects of the 
work accomplished at Goldwater 
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DESPITE the shortage of nurses, patients receive careful attention. 








Memorial Hospital since 1939. Nu- 
merous reports and papers have 
been written on the activities and 
findings of the staff that indicate a 
most commendable zeal and marked 
suCCEeSS. 

The research service of the first 
division has engaged in studies of 
cirrhosis of the liver, the relation 
of hemolytic streptococcus infection 
to glomerulonephritis, the immuno- 
chemistry of the serum _ proteins, 
experimental atherosclerosis and 
human arteriosclerosis, hyperten- 
sion, and the electrocardiographic 
changes associated with the inhala- 
tion of oxygen and carbon dioxide. 
It has made studies also to de- 
termine more effectively the factor 
of imperfect gas distribution from 
that of excessive residual lung vol- 
ume in the evaluation of disturb- 
ances associated with pulmonary 
emphysema. 

Until recenily, secrecy had to be 
maintained on the work and find- 
ings in malaria chemotherapy of 
the research service of the third 
division for the Office of Scientific 
Research and Development of the 
federal government. Now, however, 
this contribution to the success of 
the war is widely known and will in 
years to come go down in the his- 
tory of the hospital as an outstand- 
ing accomplishment. 

Has this experiment in opening 
and operating a hospital exclusively 
for chronic disease cases been a suc- 
cess? The medical superintendent 
of the Goldwater Memorial Hos- 
pital can say safely that despite re- 
verses in the original plans, the 
severe problem of personnel short- 
age, and other problems of the or- 
ganization years, war years and the 
postwar period, the experiment has 
been a success. 

In the seven short years of its 





THE two research services worked on problems incident to the war. 






existence, the hospital has made a 
reputation for itself of which its 
staff is justly proud. Applications 
for the admission of cases are re- 
ceived daily from other city hos- 
pitals, from private and voluntary 
hospitals, staff physicians, other 
physicians, social agencies, relatives 
of sufferers, and from chronic dis- 
ease patients themselves with the 
result that the waiting list main- 
tained at the hospital never has 
fewer than 500 names. 
Complaints Are Few 

While this may be used as a yard- 
stick to measure the success of the 
hospital, an even more accurate 
one to our way of thinking is the 
reaction of the patients themselves. 
Io say that no complaints ever are 
received from patients or their rela- 
tives would be a misstatement. The 
truth, however, is that complaints 
are amazingly few. While their 
physical ailments are being cared 
for by competent physicians and 
surgeons, the majority of patients 
become part of a little community 
of their own, not greatly different 
from those they were part of in the 
city before they were hospitalized. 

Despite the fact that patients of 
Goldwater Memorial Hospital are 
confined to beds, stretchers and 
wheelchairs, they engage in nearly 
every activity that they would if 
they were at home and in good 
health. 

The officers of administration and 
the staff, with the sense of satisfaction 
in the success already achieved un- 
der trying conditions, have started 
their eighth year at the hospital 
confident that steps forward have 
been taken in.this experiment to 
give to the sufferers of chronic dis- 
-ases improved and scientific care as 
a specialty in the field of medicine. 
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HE 10 YEAR FINANCIAL and sta- 
Soren experience of seven small 
community hospitals located in vari- 
ous parts of the country is sum- 
marized in the accompanying ta- 
bles. While consolidated figures are 
given, the trends in individual hos- 
pitals (except as noted) were gen- 
erally similar and seem to_ bear 
out the reports of operating experi- 
ence in hospitals throughout the 
country. 

The lack of comparability in hos- 
pital accounting and statistics usual- 
ly limits the value of group studies, 
but these tables—based on reports 
from small general hospitals using 
uniform procedures for accounting 
and service statistics—should be of 
interest to those responsible for the 
operation of similar hospitals serv- 
ing small centers and their sur- 
rounding rural areas. 

At the close of 1945 seven of the 
hospitals connected with the pro- 
gram of the Division of Rural Hos- 
pitals of the Commonwealth Fund 
had been in operation for a_pe- 
riod of 10 years. Approximately one- 
half of this decade was prewar. Six 
of the hospitals are in towns of less 
than 10,000 population, according 
to the census of 1940, and one is in 
a larger community. All were built 
with capacities of 50 to 60 beds, in- 
cluding bassinets. 

In 1936 the total rated capacity 
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of these institutions was 382 and 
the average of the seven hospitals 
was 55. In 1942 one increased its 
capacity to slightly more than 100 
beds and bassinets, and in 1943 an- 
other expanded to a capacity of 
about 70, so that the total rated 
capacity in 1945 was 454 and the 
average 65. 

While a comparison of the total 
earned income with the total op- 
erating expense (Table 1) shows 
that the seven hospitals had an op- 
erating deficit of less than $30,000 


for 1936 and a $13,000 operating - 


surplus for 1945, this is a distorted 
picture. One of the hospitals had a 
$5,000 operating surplus in 1936 
and increased this to a $47,000 sur- 
plus for the year 1945. 


Showed Operating Losses 


In general, the other six hospitals 
showed operating losses throughout 
the period. The combined deficit of 
these six hospitals was $24,000 in 
1936 and, with some fluctuation, 
reached the lowest point in 1942, 
when it was less than $7,000. ‘There- 
after the combined deficit of the 
six hospitals rose rapidly and stead- 
ily to a total of $34,000 in 1945. 


All but one of the hospitals raised 
rates during the latter half of the 
period under review and the earned 
income per patient day (calcula- 
tions including infant days) in- 
creased 46 per cent in ten years. 
It is interesting also to note that 
the percentage of earned income 
collected (Table 1) reached a low 
point in the “depression” year of 
1939 and maintained a much higher 
level during the war period. 

The final section in Table 1 shows 
“readiness to serve” and _ service 
costs. Both terms need some ex- 
planation. In the uniform account- 
ing procedure in effect in these hos- 
pitals, the “readiness to serve” cost 
is defined as “the total overhead 
cost or the expense of maintaining 
the institution in a state of ‘readi- 
ness to serve’ or the minimum cost 
of operating without patients but 
in a condition where patients might 
be received and cared for at any 
time.” 

This cost represents the salaries 
paid to a standard group of 14 em- 
ployees and the cost of their meals. 
It also includes such fixed expenses 
as insurance, the rental of telephone 
equipment as distinguished from 
monthly service charges, and _ the 
cost of plant repairs done by out- 
side contracting concerns represent- 
ing depreciation from ageing of the 
plant, as distinguished from repairs 





TABLE 1— OPERATING FINANCES 
1936 1937 199380 s«1939''—«*94sti“‘iA: C942‘ 9G 
Total earned income.........$311,000 347,000 347,000 378,000 393,000 452,000 533,000 606,000 $90,000 825,000 
Earned income per potientday. $4.31 445 462 475 468 491 5.18 547 579 6.28 
Eorned cash receipts.........$290,000 327,000 318,000 343,000 364,000 418,000 5' 
Percentage of earned income : — 
















Coletied....i..:.0:00005 O32 MR 8G Tm 97.2 
Totat operating expense......$341,000 387,000 378,000 398,000 424,0 312,000 
Readiness-to-serve cost.......$131,000 138,000 134,000 144,000 1: 212,000 


Operating expense. ........: 38.4 35.7 35.4 36.2. < 
Service cost per patient day... $2.91 $3.19 $3.25 - $3.19. 
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TABLE 2-— DEPARTMENTAL AND TOTAL PATIENT DAY COST AND OCCUPANCY 


Deportments 1936 1937 1938 1939- 1940 
Administration. .....006..cccccevccvsvercer$ 05 $63 $ 67 $ 66 $ .65 
Medical and nursing. ......0.0-ccsceeeeeen 1.25 1.38 1.45 1.43 1.47 
AMesthetid.... ccc c ese cncctccccccerecnces 1M as 16 17 Be 
LORIN ooo ccciceccins ce A 13 a8 14 ~ it 
oh) Fe 21 21 22 21 
Re ee 21 .22 23 .24 25 
EON cocci ccccccccctscccocesectsuccess WOM = 408 = (1100 «OA :s«édL;«C 
HOUSRNONOING 6 oo 5 voc ck ccc ccsectcvecccsnc Oe 25 -23 23 .26 
i Wee EEE se ie Us ine keene ees cbiisinsk Oe AS 15 ws 14 
Heat, light and power...........00000ecenes .50 49 AD 48 46 
General maintenance and repairs............ 19 12 VW 16 16 
Oe cc 01 01 YY © 

Total Patient Day Cost................$4.62 $489 $496 $492 $4.98 
Rated Bed Capacity—7 Hospitals,............ 382 382 382 382 382 
Average Daily Census—7 Hospitals;.........197.3 213.5 205.7 217.7 229.7 
Percentage of Occupancy............+.-+-++ $1.6 55.9 53.8 57.0 60.1 
Average Length of Stay............ isssccces 81 7.8 7.4 7.5 7.6 
Percentage of “patient-free” days............ 26.6 19.8 22.4 21.3 20.7 
1, Less than 005. 2, includes bossinets. 3. Includes infants. 

made by the hospital maintenance ing the “overhead.” The service 


staff and assumed to result from use 
of the building. 

To these costs is added two-thirds 
of the expense of heat, light and 
power departments as minimum 
costs that would be incurred even 
if no patients were in the hospital. 

The table shows that the total 
“readiness to serve” cost in the 
group was $131,000 at the begin- 
ning of the decade. It rose rather 
slowly during the prewar years and 
in the war period quite sharply. In 
1936 this cost for individual hos- 
pitals ranged from $16,000 to $22,- 
000. In 1944 it ranged from $20,000 
to nearly $45,000 in the hospital 
with more than 100 beds. 

The “readiness to serve” cost, 
when subtracted from total operat- 
ing expense, gives a figure called 
service cost and, if this is then di- 
vided by total patient days, it pro- 
duces the figure shown in Table 1 
as service cost per patient per day. 
This latter figure, if the original 
formula for “readiness to serve” 
cost is reasonably accurate, should 
represent the cost of caring for a 
patient for one day after eliminat- 


Average number employed per patient....... 
Average number on duty per patient......... 
Average payroll per patient per month. ...... 
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cost per patient day increased from 
slightly less than $3.00 to a little 
more than $4.50, or a percentage 
increase of 57 

Table 2 shows departmental pa- 
tient-day cost for this same group 
of hospitals. Detailed comment 
seems unnecessary but as would be 
expected, the medical and nursing 
department and the dietary depart- 
ment show the larger increases. 

The average daily census in- 
creased 83 per cent and the per- 
centage of occupancy rose from 
about 50 to nearly 80. 


Length of Stay Declines 

The average length of stay de- 
clined gradually throughout the pe- 
riod. It is not known how much of 
this is the result of wartime over- 
crowding and shortages of person- 
nel and how much is due to other 
factors. 

The percentage of “patient-free 
days,” that is, those furnished to 
medically-indigent patients who 
themselves made no payment to the 
hospital, showed a marked decline, 


TABLE 3— PERSONNEL AND SERVICE DATA 


1936 1937 1938 1939 1940 
1.2 1.2 1.3 13 1.3 
1.0 11 1 1 1.1 
$70 $76 $82 $81 $82 
2.5 2.8 3.0 3.0 3.0 

8 1.0 11 é 
4 A A 4 
3.7 42 8645 4.0 


3941 «1942t*—ié‘(KsCi9KAsC«édQAS 
$62 $66 $67 $66 $65 
1“ isi Oa a 
16 ‘16 7 7 18 
414 5 14 16 mF 
‘23 19 20 28 ‘39 
24 24 "24 23 23 
a 
‘a7 ‘7 "30 32 32 
14 15 16 19 20 
"43 42 ‘a1 ‘44 6 
18 ‘24 20 20 18 
no oO ‘01 ‘or ‘01 
$5.04 $5.31 $5.43 $5.72 $6.14 
=—- 6 hla UlUlas ll 
252.3 281.8 303.1 325.6 360.4 
“6. 6 6eC ACC 8A 
72 7.1 ss as 67 
17.2 9.7 9.9 9.1 


12.7 


particularly during the war years, 
and undoubtedly reflects better gen- 
eral economic conditions. 

Table g contains selected person- 
nel and service data. As might be 
expected the average number em- 
ployed per patient decreased dur- 
ing the war years. The average num- 
ber on duty followed a_ similar 
trend. The average payroll per pa- 
tient per month climbed steadily 
with the greatest increase during 
the war years. 

The hours of nursing care per 
patient per day were 3.7 in 1936 
and 3.5 in 1945. The proportion of 
the care given by orderlies showed 
practically no variation while the 
number of hours’ service from grad- 
uate nurses declined during war 
years and was offset by an increase 
in the number of hours of service 
by attendants or ward maids. 

This consolidated report of the 
operation of seven small hospitals 
during the prewar and war person 
is thought to give, within a2 limited 
field, numerical values to certain 
common measures of hospital costs 
and service which it is usually nec- 
essary to discuss in general terms. 


1941 -1942-—s«1943Ss«194A. S194 
ia if 142 18 1s 
we te. 8 9 9 
$e3 $87) $01 $99 $07 
28° ..%8 22 








































MONTEFIORE, 
NEW YORK 


practical nursing in New York 
City planned to start a new class 
Janvary 6. This is one of three 
classes conducted yearly, each cov- 
ering a 12-month training period. 
The education program at Monte- 
fiore Hospital dates back to prewar 
times when a school for training 
male practical nurses was conduct- 
ed. With the war and the result- 
ing shortage of male students the 
program was discontinued, to be 
opened again in October 1944 as a 
coeducational function. Men and 
women, white or colored, are now 
admitted to its tuition-free classes. 

To be admitted to classes the can- 
didate must be between the ages of 
18 and 50, have completed grammar 
school at least and be a citizen of 
the United States or have filed in- 
tention to do so. 

Full maintenance, uniforms and 
laundry are furnished. After the 
first three months a $15 monthly 
stipend is paid. The only charge to 
the student is a $2.25 fee which 
goes to the State Department of 
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BED making is an important part of the practical nurse's training. 


— HOSPITAL’S school of 





TAKING blood counts is part of the training in laboratory technique. 


SPECIAL training is given for preparing diets and fixing food trays. 








| Practical Nurses— 
| 
| 
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TWO SCHOOLS 








Nursing Education, under whose 
authority the classes are held, for 
the cost of evaluation of credentials. 
Students are allowed two wecks’ va- 
cation within the year. 

For the first three months stu- 
dents are given a comprehensive 
classroom course in elementary 
nursing, after which they get their 
caps. Time during the other nine 
months is divided between daily 
classes and assignments to various 
departments and wards. The cur- 
riculum during this time includes 
hospital housekeeping, ethics, anat- 
omy and physiology, cookery and 
special nursing. 

Under the special nursing pro- 
gram, women students are assigned 
ior three months to the Bronx Hos- 
pital where they are taught to care 
for women, mothers, babies and 
children. Men students remain at 
Montefiore for studies in urology. 





All photos on these pages are from Doc- 
tors Hospital. 


METHODS of patient care during transfusions are learned by students. 


When a student successfully com- 
pletes his school and state board ex- 
aminations, he is licensed in New 
York State as a practical nurse. 

The desired enrollment is 40 stu- 
dents in a class. About 30 were en- 
rolled for the class which began in 
January. At graduation ‘exercises in 
December 33 students out of 48 who 
entered the course last September 
were graduated. About 70 persons 
have been graduated since the train- 
ing course was reorganized in 1944. 


DOCTORS, 
WASHINGTON 


The Doctors Hospital, Inc., has 
instituted the first practical nurse 
aide training course to be conduct- 
ed in a Washington, D. C., hospital. 
This is being done to help ease the 
shortage of professional nurses in 
the hospital and because of the 
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CLASSES on care and handling of babies are conducted in the nursery. 








>| OF TRAININ 





: great demand for practical nurses 
in homes in the district. 





Students will be trained to assist 
the registered nurses in the hos- 
pital and the outpatient clinic. 
- They will care for the semi-acute 
1 chronic, convalescent or aged pa- 
1 tients and those with minor ill 
) nesses. Additionally, the training 
r will qualify them for caring for 
5 mothers and new babies in the 
home when released from hospitals. 

The course is under the direction 
- of Catherine Carey, director of nurs- 

ing. Dr. Edward A. Bocock is hos- 

pital administrator. 





Because there is no legislation 
governing this type of training in 
the district, Doctors Hospital set 
up its own curriculum on the basis 
of maximum requirements of other 
state laws. It is anticipated that 
legislation on practical nurse pro- 
fessional standards and training will 
be submitted to the new Congress. 
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USE and setup of dressing carriage is learned for service to doctors. 


Previous legislative proposals have 
specified the District Board of 
Nurse Examiners as the licensing 
and accrediting group. 


Student Requirements 

The hospital requires that stu- 
dents be single or married women 
in good health between the ages of 
18 and 35. They must have com- 
pleted at least two years of high 
school or its equivalent. Judgment 
is also made on their dependability 
and interest in caring for the sick. 

The students will be given a 
12-month intensive course during 
which they will be under instruc- 
tion eight hours, six days a week. 
No tuition is charged and each 
student receives an allowance of 
$50 a month in addition to meals, 
books and incidentals and laundry 
of uniforms. Students are required 
to furnish their own lodging. With 
the successful completion of the 





THE medical staff library is used for special assignments each week, 





course the student is awarded a 
certificate from the hospital and 
graduates may find employment 
through the hospital registry. 

For the first four months prac- 
tical nurse trainees will spend 
about half of their time in _pre- 
clinical classes. The rest of the 
time they will be assigned to floor 
duty under the supervision of regis- 
tered nurses. For the next seven 
months trainees will spend the en- 
tire time on floor duty with the 
exception of a few hours weekly in 
conference with members of the 
faculty. In a final review month 
class discussions will occupy most 
of the students’ time. Oral and 
written examinations will be used 
for testing. 

The course covers: Anatomy, 
physiology and hygiene, physical 
care, hospital and home nursing 
procedures, care of infants and 
young children, housekeeping and 
management of home, dietetics and 
cooking, nutrition, including spe- 
cial diets and _ formulas, _ basic 
laboratory techniques, home _psy- 
chology and convalescent diversion, 
hospital ethics and working rela- 
tionships, and care of personal self 
and development. 





LECTURES by a resident physician are included in the anatomy course. 
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Edito rials 


Medical Records Magic 


Most HOSPITAL CONVENTION PROGRAMS include a 
paper on the difficulties of medical record keeping. 
Most such difficulties stem from the one great problem 
of persuading members of the medical staff to keep 
their notes up to date. 


Most speakers state the problem with obvious con- 
viction, politely inveighing against the allergy for 
paper work that characterizes most medical men. Most 
medical record librarians in the audience beam their 
approval of this attack. Most administrators present 
look extremely sympathetic and understanding. 


Most speakers then prescribe a solution to the prob- 
lem (mostly the same solution) and then confess that 
they cannot make it work. Now this prescription is 
very simple and logical, to wit: Everybody, including 
administrator and trustees, must stand back of the 
librarian. 

Against such a backdrop the Journal this month 
publishes a most instructive article in which New 
Rochelle (N. Y.) Hospital reports that it has the pre- 
scription working. The article is largely concerned 
with interesting gadgets that give the procrastinating 
physician no peace. For the most part these gadgets 
are ordinary pieces of paper with messages written on 
them, and yet they possess an almost magic power to 
make the old prescription work. This magic power, 
it should be noted, is found between the lines of the 
messages, where it is plainly written in invisible ink: 
Everybody stands back of the librarian, including ad- 
ministrator and trustees. 
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“All Who Nurse for Hire” 

MANY STATE LEGISLATORS will find before them this 
year a bill that contains a threat to good hospital care 
in the future. It is a bill that would make mandatory 
the licensing of “all who nurse for hire.” 

This matter has been called to the attention of state 
hospital association officers by way of a statement from 
the Council on Professional Practice of the American 
Hospital Association. 

The threat is twofold. Licensure first and always is a 
restrictive device. New York State has a law that calls 
for the licensing of all practical nurses, but it has been 
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necessary to suspend application of the mandatory 
clause lest the current shortage of practical nurses be- 
come still more severe. 

One has only to view the nationwide shortage of 
auxiliary nursing personnel to recognize the danger 
of imposing artificial restrictions just now in several 
of the states. 

A threat that is even more serious lies in use of the 
phrase, “all who nurse for hire.” To the uninitiated 
this phrase has about it the ring of wholesome prog- 
ress. Nobody is opposed to progress and everybody 
favors better nursing service, especially if this can be 
achieved simply by passing a law. But also to the un- 
initiated there are only two kinds of nurses, registered 
and practical—which was substantially true once upon 
a time. 

Today’s conditions have established a new trend. 
There is a continuing scarcity of graduate nurses and 
a continuing rise in the cost of their services. Hospitals 
must depend more and more on a wide assortment of 
nurses’ helpers, who are known by an equally wide 
assortment of names. Some of them need very little 
special training, and all work under constant super- 
vision. These supervised hospital employees have al- 
most nothing in common with the traditional type of 
practical nurse who cares for patients in their homes, 
without supervision. Yet they all nurse for hire. 

To license nurse aides who have had, say, 12 weeks 
of on-the-job training would be a travesty. To pro- 
hibit their nursing for hire by arbitrarily fixing stand- 
ards that are’ too high would be restriction for restric- 
tion’s sake alone. 

What the licensing of all who nurse for hire would 
do to hospital service under today’s conditions is plain 
enough to administrators and trustees. The question 
is whether legislators and the public generally can be 
made to understand the dangers so invited. 
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Administrator Education 


THE FIRST REGIONAL CONFERENCE on Internship in 
Hospital Administration at Columbia University last 
month was fairly obscure as a news event, but it may 
turn out to have been historic. 

The conferees were hospital administrators (adminis- 
trative interns and educators) and they were bent on 
appraising the great variety of work-experience rou- 
tines that make up internship for graduates of uni- 
versity courses in hospital administration. 

Although five universities now offer such courses, 
the academic training of hospital administrators is 
so new that much of the foundation is still to be laid. 
It had been assumed generally that classroom educa- 
tion should be followed by a period of internship. It 
had been plain that only a part of the medical pro- 
fession’s long experience with internship and residency 
could be adapted. Never until the January 9-10 con- 
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ference at Columbia, however, had a concerted effort 
been made to determine what should go into the ad- 
ministrative internship. 

The ultimate goal, of course, is a set of minimum 
standards that will (a) assure the student of adequate 
training to meet high requirements in the field, and 
(b) assure hospital trustees that no matter where he 
went to school, the university trained administrator 
is well fitted for the job. 

Before such a goal is reached a great deal of co- 
ordination will be necessary in both curriculum and 
internship. When results of the Columbia conference 
are made available in report form, it will be evident 
that a good start has been made. 
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Three Problems in One 


A WELL PLANNED PROGRAM Of federally aided hospi- 
tal care for low-income citizens might be the means 
of solving another problem that has been troublesome 
for years, and still another that is taking shape at the 
moment. 

The old problem is that of hospitalizing the low- 
income war veteran with a non-service disability. The 
new one is that of keeping an integrated hospital sys- 
tem well integrated. 


x YW 

Until now we as a nation have not been able to 
decide what we owe our veterans in the way of hos- 
pital and medical care for their non-service disabilities. 
Through the years we have evolved a game of pretend. 

Originally we passed a law that authorized free care 
only for veterans with service disabilities. Later we 
amended this law to authorize free care for veterans 
with non-service disabilities, but only if they were un- 
able to pay, and only when there were beds unoccupied 
by those with service disabilities. 

Finally we put into the record a congressional ac- 
tion that bars any investigation of a veteran’s state- 
ment as to whether he can pay. So it is that any vet- 
eran who came through either war unscathed may 
have free care today if he will but pretend that he 
can’t pay. 

Meantime Veteran X, who is really unable to pay, 
may find himself indefinitely barred from a veterans’ 
hospital, when he’ needs care, because the only avail- 
able bed is occupied by Veteran Y, who is there on 
pretense. 

Meantime, also, with service disabilities in mind, 
we proceed to build more hospitals, knowing from 
experience that some of these at times will be more 
than go per cent occupied by patients with non-service 
disabilities. 

There are 20,000,000 veterans of the two world wars. 
Experience indicates that only about one-tenth ever 
wil! have service disabilities. This leaves 18,000,000 
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citizens who are legally entitled to free care in vet- 
erans’ hospitals—if all the prosperous among them 
will pretend they have no money, and if the beds are 
available. 

et * 


Our federal government, as sponsor of such special 
hospital care for veterans, also co-sporsors the theory 
that this country should have a single integrated sys- 
tem of hospitals. Accordingly the government is now 
prepared to match funds with local and state agencies 
to build the system. 

Lately there have been signs of increasing support 
for a proposal made by the American Hospital Asso- 
ciation four years ago: TuHatr through grants-in-aid 
the federal government should help to finance hos- 
pital care for all low-income persons in all cooperat- 
ing states. 

Moreover there is a spreading realization that such 
help may be necessary if integrated hospital care 
reaches into the areas of high indigency where it is 
most needed. 

Many areas, especially rural ones, will qualify 
quickly for federal assistance on a basis of need for 
hospital facilities. The government has a natural and 
justifiable interest in guarding the safety of taxpayers’ 
money, and these areas are least likely to stand the 
test of “sound investment.” How can there be any 
assurance that the hospitals will remain open, once 
they are built? 

To build facilities only where they promise to be 
self-sustaining would conflict with the purpose of 
building them only where they are needed. As an 
alternative, it is held that such facilities will remain 
open and useful if federal and state governments will 
see that low-income persons can use them as needed. 

The three problems begin to merge at this point. 


we ae OR 


WwW 


If it is assumed that the federal government wants 
to assure prompt hospitalization to all low-income 
veterans— 

If it is assumed that the government is prepared to 
help finance the care of all other low-income persons 
in their local hospitals— 

Is there any reason why special arrangements could 
not be made for hospitalizing, likewise in their own 
communities, the low-income veterans with non-service 
disabilities? Would this not be more logical, more 
economical, more satisfactory to the veterans them- 
selves? 

Such a comprehensive program could not be worked 
out easily. It would be necessary for a number of gov- 
ernment and voluntary agencies to agree on a some- 
what distant goal and to proceed in such a way that 
no one agency is deflected from its own course. But 
these are only the normal hazards of joint planning. 

The possibilities of this particular enterprise in 
joint planning appear to be worth exploring. 
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TRAINING GUIDE 


FOR HOSPITAL 
EMPLOYEES 


STUDY OF THE training needs of 
A hospital employees and meth- 
ods for taking care of those needs 
has been published by the Cleve- 
land Hospital Council for its mem- 
bers. Called “A Manual for Train- 
ing Hospital Employees,” the book 
is designed to serve as a guide to 
hospital supervisors and depart- 
ment heads who have direct respon- 
sibility for training employees. 

Seven major departments of a 
hospital which employ approxi- 
mately 60 per cent of the total per- 
sonnel are covered in the full 
manual. Job breakdowns and key 
points in performing the duties of 
a particular job are covered in each 
section. 

Hospital departments discussed 
are: Administrative, dietary, house- 
keeping, nursing, laundry, mainte- 
nance and procurenient. In addi- 
tion, the manual contains special 
sections on development of morale 
and job proficiency and an explana- 
tion of job instruction breakdowns. 

Each section is subdivided into 
procedures accomplished within the 
department. In the administrative 
section, for example, job break- 
down procedures include: Ad- 
mitting office, information desk, 
telephone service, cashier’s office, 
billing, other business offices, sec- 
retarial and stenographic and mail 
distribution. 


Employee Morale 

The section dealing with devel- 
opment of morale in hospital em- 
ployees divides procedures into 
three groups. These are (1) induct- 
ing new employees, (2) building 
good relations and (g) handling 
strained relations. ‘The importance 
of these problems, a step-by-step 
method for handling problems, and 
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supplementary material explaining 
the technique presented is included 
for each topic. 

On-the-job practice of an em- 
ployee’s duties is stressed in the 
section on job proficiency. Included 
is a method for analyzing the need 
for instruction and a method of 
timing the instruction by means of 
a training time table. Organization 
of training and job breakdown is 
tied in with a job breakdown sheet. 
Samples of both a training time 
table and a job instruction time 
table are worked out in the manual. 

The importance of planning job 
instruction is detailed for super- 
visors. Reasons given for such plan- 
ning in developing job proficiency 
are: Minimizing omission of im- 
portant steps and key points; pass- 
ing on the best way of doing a 
particular job; simplification of 
training and presentation of in- 
struction in proper sequence; 
scheduling of training which in- 
sures proper attention and condi- 
tions; simplification of terminology 
in instruction, and the importance 
of taking nothing for granted. 





THE manual is spiral bound for convenience. 





The idea for the manual took 
shape about a year and a half ago 
when the Cleveland Council’s Com- 
mittee on Projects polled member 
hospitals for a list of possible un- 
dertakings. Administrators voted on 
15 Suggestions received by the com 
mittee and agreed almost unani- 
mously that a manual for employe: 
training was of primary interest. 

An outline of the proposed stud) 
was submitted to the Cleveland 
Foundation which approved the 
program and made an $8,000 grani 
available to the council for use in 
preparing the manual. 

The Personnel Development De- 
partment of Fenn College, Cleve- 
land, was asked to work on the 
project. Previously the department . 
and Prof. Joseph Kopas, director, 
had been active in preparing train- 
ing programs for some local in- 
dustrial plants and in the Training 
Within Industry program. 

Committee Work 

Heads of the seven hospital de- 
partments covered in the manual 
were invited to assist in prepara- 
tion of the special sections. Com- 
mittees of six were selected for each 
section and these committees co- 
operated with the college by out- 
lining a plan for preparing and 
writing out job instruction break- 
downs. The special sections on job 
proficiency and employee morale 
were worked out by Fenn College. 

Chairmen of the departmental 
committees were: Administrative, 
Charles Pimlott, University Hos- 
pitals; dietary, Marie Hines, Uni- 
versity Hospitals; maintenance, R. 
G. Beattie, St. John’s Hospital; 
nursing, Lettie Christenson, Mt. 
Sinai Hospital; laundry, H. H. 
Hood, St. Luke’s Hospital; house- 
keeping, Donalda Ann Smith, Uni- 
versity Hospitals; procurement, 
Ann Thompson, Huron Road Hos- 
pital. Lee S$. Lanpher, Lutheran 
Hospital, is chairman of the Com- 
mittee on Projects and Guy Clark 
is executive secretary of the Cleve- 
land council. 

A limited number of copies of the 
manual may be purchased from the 
Cleveland Hospital Council, 1001 
Huron Road, Cleveland 15, for 
$5.50 each. The seven departmental 
sections have been bound into sep- 
arate complete manuals and are 
available for purchase singly at >! 
each. 
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odes MUCH CARE cannot be exer- 
cised in the planning and selec- 
tion of laundry equipment and the 
placing of it in the proper position 
to insure maximum production. A 
flatwork ironer, press or drying tum- 
bler have long ceased being general 
terms and are now more specifically 
referred to in production figures. 
There are sizes and types of laundry 
equipment to fit every need, singly 
and in combination, and a max- 
imum output per operator depends 
both upon the latter’s ability and 
the maintenance of mechanical per- 
fection. 


POSTWAR REPLACEMENTS 

When it becomes necessary to re- 
place worn-out laundry machinery, 
or in considering additional equip- 
ment in an expansion program, a 
careful and thorough survey of the 
existing installation and the addi- 
tional requirements should _ be 
made. In the absence of a guaran- 
teed and definite plan for complete 
revamping of the laundry for more 
efficient operation and production, 
normal replacements should -be re- 
stricted to the same capacity ma- 


EQUIPPING A LAUNDRY 
That Will Serve a 
20-Bed Hospital 


HEYWOOD M. WILEY 


LAUNDRY CONSULTANT, GIRARD COLLEGE, PHILADELPHIA 


chine or one that will correct pre- 
vious inadequacy. If increasing 
laundry facilities is the objective the 
survey should accurately determine 
how much is needed and where. 





‘THE LONG CONTINUED shortage of 
laundry equipment has prevented not 
only the needed expansion in laundries 
but the replacement of worn-out, in- 
efficient or even questionably safe ma- 
chines. Mr. Wilev’s article is thus 
particularly apropos in that he gives 
the specific data on which the estimat- 
ing of new equipment capacities and 
needs may be based. 

Two points which should be _par- 
ticularly emphasized are the placement 
of machines in such relation to each 
other that the work progresses through 
the plant in a relatively straight line 
with avoidance of cross traffic, and the 
importance of the proper sizing of pipe 
lines. 

Administrators planning the pur- 
chases of new equipment will do well 
to preserve this article to guide them 
both in planning and in purchasing.— 
The Editors. 











Laundering is a step by step pro- 
cedure and the production of each 
subsequent unit should be a direct 
relationship. Failure at this point 
can result in larger and unneces- 
sary initial investment, lower pro- 
duction, dissatisfied employees and 
increased cost of operation. 


WRITING THE SPECIFICATIONS 
FOR MACHINERY 


Estimated maximum laundry pro- 
duction figures are the starting 
points for determining what equip- 
ment is needed. Some degree of 
flexibility should be included to al- 
low for breakdowns, shortage of 
help or other attending factors in- 
fluencing production. How much 
this can be will depend on your bud- 
get. Steam pressure, type of steam 
(wet or dry), size of water inlets, hot 
water heater capacity and drainage 
are important outside features. 

Laundry equipment specifications 
should include the following: 

1. Size, type of drive and general 
description. 











ESTIMATED LAUNDRY PRODUCTION IN POUNDS AND RELATIVE DATA FOR 250-BED HOSPITALS 
Tax- Tax- 
Private Teaching supported Private Teaching supported 
or Charity or Charity 
Average pounds of Hourly production in 
laundry per patient pounds necessary based 
per day 20 15 10 on percentage of time 
Total pounds of worked and 44 hour : 
laundry per week 35,000 26,250 17,500 week 
Washroom 60°%* 1,326 994 660 
Extraction 60%* 1,326 994 660 
: Dry Tumbler 60%, * 260 = 200 133 
70%, Flat Work 24,500 18,375 12,250 Flat Work ' 
20°/, Dry Tumbled 7,000 5,250 3,500 lroner 100°, 550 417 278 
10% Pressed and Presses and 
Hand lroned 3,500 2,625 1,750 Hand Irons 100%, 80 60 40 
*It is generally accepted that a Washroom working 60% of the total number of hours worked is 100% efficient. Extractors would necessarily have 
to keep pace and dry tumbled work should not be allowed to accumulate. 
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2. Electrical requirements (volts, 
AC or DC, phase, wire and the 
like). 

3. Water inlets and outlets. 


4. Service connection sizes—foun- 
dations. 


a Special features or accessories. 


6. Federal and state safety re- 
quirements. 


7. Guarantee. 


8. Delivery and setting into posi- 
tion. 


9. Detailed specifications on what 
is being offered. 


10. Earliest possible delivery date 
and terms. 


NO “SLIDE RULE” MEASUREMENTS 

In institutions, particularly hospi- 
tals, the percentage or number of 
patient beds being considered as an 
increase does not have the same 
ratio in proportion of increase to 
the size of each piece of equipment 
in the laundry. Patient capacity may 
be increased 25, per cent with little or 
no increase in staff and only a slight 
increase in non-patient personnel. 

Three types of 250-bed hospitals 
have been chosen as most represen- 
tative for analyzing their laundry 
machinery requirements: Private 
hospitals with an average of approx- 
imately go pounds of laundry per 
patient per day; teaching hospitals 
with 15 pounds per day and tax- 
supported and charity hospitals 
with an average of 10 pounds for the 
same period. 

Suggested laundry equipment in 
this analysis is for conventional type 
laundry machinery and accepted 
standard production figures. In too 
many cases, experience has demon- 
strated the lack of perception of the 
average institutional maintenance 
man in being able to keep compli- 
cated automatic controls in perfect 
working order. There are certain 
basic requirements which should 
not be overlooked if your goal is 
100 per cent of your laundry needs. 
A few of the most important are: 
Water inlets at washwheels of 3 
inches; temperature of hot water at 
the washroom of 160° F.; 100 
pounds pressure of dry steam at flat- 
work ironer, drying tumblers and 
presses; proper steam trapping and 
adequate drainage, plus any manu- 
facturer’s recommendations. 
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Department Machines 
Washroom 4 
Extraction 2 
(Alternate) I 
Dry Tumblers I 
Flat Work lroner 1 
Presses, etc. 15 


(Alternate) I 


Washroom 4 


Extraction 3 


Dry Tumblers 


! 
(Alternate) I 
Flat Work lroners I 
(Alternate) I 
Presses, etc. 12 
(Alternate) I 


Washroom 3 
Extraction 2 
Dry Tumblers 2 
Flat Work lroner I 

! 
Presses, etc. 9 








RECOMMENDED LAUNDRY MACHINERY FOR STATED VOLUMES 
Private hospital with 20 pounds of laundry per patient per day 


Production: Percentage 
Pounds of 
Size perHour Efficiency 
3-42*96” 1,200 104 
1-42”x54” 180 
Total 1,380 
50” electrict hoist, over- 
head trolley. Set of extra 
containers 1,400 105 
3-40” open top 1,350 102 
42”x90” once-through type 300 113 
120” 8-roll chest-type 100 
5 units of one each of the 
following: 51” tapered buck 
18”x10” mushroom buck 
21”x12” mushoom buck 100 


|-men's shirt unit and 4 units 
as above mentioned 
Hand ironing boards 





Teaching hospital with 15 pounds of laundry per patient per day 


3-42”x84” 900 
1-42”x54” 180 

Total 1,080 109 
2-40” open top 900 
1-30” open top 190 

Total 1,090 109 
42”x60” once-through type 200 100 
2-36"x30” open end type 192 96* 
120” 6-roll chest-type 100 
1-2 cylinder 36” diameter 109 
4 units of one each of the 
following: 51” tapered buck 
18”x10” mushroom buck 
21”x12” mushroom buck 
Hand ironing board 

Tax supported or charity hospital with 10 pounds of laundry 
per patient per day 

2-42""x72” 500 
1-36"x64” 150 

Total 650 98.5* 
1-40” open top 450 
1-30” open top 190 

Total 640 97* 
2-36"x24” open end 150 143 
120” 4-roll chest-type 100 
1-2 cylinder 30” diameter 100 
3 units of one each of the 
following: 51” tapered buck 
18”x10” mushroom buck 
21”x12” mushroom buck 
Hand ironing board 100 


*A deficiency below 100 per cent as small as these in a department ing 60 per cent, of 
the total time can be absorbed easily by these departments. 





The writer feels the above pre- 


that figures for equipment for dif- 











scriptions will keep the laundry in 
a 250-bed hospital healthy and give 
continuing good service, but warns 


ferent sized institutions do not ap- 
ply with the application of ratio to 
the statements proposed herein. 
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HE NAME “COTTAGE HOSPITAL” 
Tet up a picture of roses and 
old England which bears little re- 
lation either to its past history or 
present appearance. Tradition sug- 
gests that the name may have origi- 
nated in the presumed custom in 
some villages of setting aside a cot- 
tage which could be used by doctors 
in their work. 

A more prosaic, but more prob- 
able, explanation is to be found in 
the fact that the word “cottage” was 
once used to cover “a small country 
residence,” as well as the traditional 
village cottage with its roses round 
the door. 

Of the main fact, there is no 
doubt. The first cottage hospital 
was instituted in 1859 at Cranleigh, 
a Surrey village, by Alfred Napper, 
fellow of Britain’s Royal College of 
Surgeons. The house which he con- 
verted for the purpose was a small 
country house, rather than a cot- 
tage in the ordinary sense. 


High Mortality Rates 


At the time when the first cot- 
tage hospital began its work, a large 
hospital had no advantage over a 
small one, either in safety or the 
scientific investigation of cases. In- 
deed, the opposite was the case. 
Statistics collected in 1869, when 
antiseptic surgery was being intro- 
duced, showed that four times as 
many amputations were fatal in 
hospitals as in country practice, 
and that the larger the hospital 
the worse the mortality figures. 

The introduction of anesthetics, 
which were coming into general use 
at about the same time that the 
first cottage hospital was opened, 
may well have contributed to the 
rapid growth of the small country 
hospital. 

For the first five years progress 
was slow. Cottage hospitals were 
opened on the average at the rate 
of two a year. But in 1866 no fewer 
than 14 cottage hospitals began in 
a single year and by 1870, the an- 
nual increase had reached 17. 

The first cottage hospitals were 
essentially places for the treatment 
of the sick poor. Of the first 100 
patients at the Cranleigh Hospital, 
67 were parish paupers, seven more 
were incapable of paying the sur- 
geon, 16 were “in humble circum- 


Prepared for Hospitals by A. W. Haslett, 
British scientific writer. 
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BRITAIN'S 
COTTAGE 
HOSPITALS 


stances,” and for the remaining 10 
cases fees were paid by the poor 
law guardians. 

Today, the main characteristic 
of a cottage hospital is that it is a 
hospital staffed by local doctors, 
none of whom normally would 
claim to be surgical specialists, al- 
though a number in any area have 
more or less regular experience of 
surgery within limited fields. ‘The 
dictionary definition is that a cot- 
tage hospital has no resident doctor. 

In England, with the exception of 
London, there are some 120 hospi- 
tals with less than go beds, most of 
which would be classed as “cottage 
hospitals,” and there are another 14 
in Scotland. As can be judged from 
these figures, they are essentially 
‘small town hospitals,” rather than 
village hospitals as might be ex- 
pected from their name. 

It is perhaps characteristic of Eng- 
land that the old and too-modest 
name should have persisted, and 
should in some cases still be in- 
cluded in their official titles. As to 
the fate of these 120 smaller hospi- 
tals under the unified hospitals 
service, which will be introduced 
under the National Health Service 
Act, it is too early as yet to make 
detailed forecasts. 

Under any organization, how- 
ever, it is a safe assumption that 
the majority will continue to serve 
a useful purpose. In spite of the 
great improvement in country trans- 
port which omnibus and car have 
brought about, there is a clear ad- 
vantage to the patient in remaining 
within easy reach of his friends. 

Besides, most of these hospitals 
have been paid for locally, out of 
small subscriptions as well as large 
ones, and there would be real and 





very natural opposition to their 
disappearance. 

There is also a genuine need for 
accommodation in which general 
practitioners can treat those of their 
patients, who are not ill enough to 
need the services of a major hospi- 
tal, but who cannot be satisfactorily 
looked after in their own homes. 

For the same reason, most doctors 
feel that there will remain a solid 
case for the existence of a class of 
hospital to which general practi- 
tioners have access, and in which 
they can take responsibility for their 
own patients. Specialists grudge the 
use of major hospital facilities for 
cases which have no need of them. 
General practitioners, on their side, 
think it is good to have limited hos- 
pital experience—even though they 
recognize that there are many types 
of cases which they should not at- 
tempt to look after at the hospital 
stage. 


Must Define Limits 


The greatest difficulty which may 
be experienced—under state respon- 
sibility—is in defining the limits to 
which general practitioners of sur- 
gery should be allowed to go if, 
indeed, there should be general 
practitioner surgery at all. In favor 
of the country surgeon (who is sel- 
dom wholly a surgeon, but rather 
does the surgical work of his dis- 
trict) it may be argued that he is 
perfectly competent to remove the 
tonsils and adenoids of his child 
patients, and that the occasional 
surgical emergency really does arise 
in which a few hours of time gained 
is worth more to the patient than 
any specialist experience. 

Hospital planning is primarily 
the job of the regional hospital 
boards which will be set up to ad- 
minister as a whole the hospital 
services of different regions into 
which Britain is to be divided. 
Since local requirements will ob- 
viously vary, it would seem a rea- 
sonable supposition that it will be 
left, in the first instance, to regions 
to decide. 

The most likely result, in that 
case, would be that most of Britain’s 
present cottage hospitals will con- 
tinue very much as before, but with 
a tendency for an increasing pro- 
portion of operations to be trans- 
ferred to major hospitals, as trans- 
portation and organization improve. 








65 








o ‘The Bacon Library 





Dr. MacEachern Revises Fis Popular 
TEXT ON HOSPITAL 


HospPITAL ORGANIZATION AND MANAGEMENT. 
Malcolm T. MacEachern, M.D. Second 
edition. Chicago, Physicians’ Record 
Company, 161 W. Harrison Street, 6. 
1946. 1052 pages. $8.50. 

HE LONG AWAITED revision of this 
jonas text is now available 
and will be a welcome addition to 
the libraries of those hospital ad- 
ministrators who have been unable 
to obtain the previous edition. 
Much of the material has been re- 
written and there have been con- 
siderable additions to the original 
text. Subjects not covered before 
but treated in this volume include 
personnel management, special hos- 
pitals and hospital libraries. 

The organization of the book is 
similar to the first edition, prin- 
cipally by departments and _ the 
functions of the hospital. All of the 
material has been carefully studied 
for possible changes in text, due to 
changing concepts and procedures. 
Dr. MacEachern has had the advice 
and help of outstanding authori- 
ties in the special fields in revising 
the original book. 

Tables, charts and_ illustrative 
material have been used even more 
freely and they have been placed 
along with the proper text. The 
medical staff by-laws have been com- 
pletely rewritten. The section on 
the business office has been expand- 
ed and part of the American Hos- 
pital Association’s manual, “Hospi- 
tal Accounting and Statistics’’—the 
classification of financial accounts 
—has been included. The final chap- 
ter, “Standing Orders,” remains the 
same in this edition. Bibliographies 
following each of the chapters have 
been brought up to date. 


In Academy Series 


Two more publications of the 
New York Academy of Medicine 
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Committee on Medicine and the 
Changing Order are reviewed this 
month. The field of health preserva- 
tion, with all its component parts, 
has been studied to provide the 
most comprehensive information on 
development and present problems. 
Competent authors have prepared 
the material and the entire series 
deserves a place in the hospital med- 
ical library. There is one more study 
scheduled for early publication be- 
sides the final report of the com- 
mittee. 


HEALTH INSURANCE IN THE UNITED STATES. 
Nathan Sinai, Dr. P. H., Odin W. An- 
derson, Melvin L. Dollar. New York, 
the Commonwealth Fund. 1946. 115 
pages. . $1.50. 

Dr. Sinai and his associates are 
on the faculty of the School of Pub- 
lic Health of the University of 
Michigan. They have made avail- 
able in orderly fashion the back- 
ground of the health insurance 
movement, approaching it from the 
point of view of the interested pro- 
fessional groups and the consuming 
public. 

A chapter on enabling legislation 
for voluntary plans lists the states 
which have provided such legisla- 
tion, with the dates of enactment. 
There is also a summary of the pro- 
visions of an enabling act for a 
hospital or medical service plan. 

The remaining half of the book is 
concerned with two discussions of 
the features of voluntary plans and 
the problems at present facing 
them. Considerable space is devoted 
to the question of service vs. cash 
benefits and the financial structure 
of the so-called nonprofit plans. The 
future of health insurance as relat- 
ed to “compulsory vs. voluntary” 
lies in the question of growth, ac- 
cording to the authors. They do not 
presume to provide a categorical 


answer but present the factors upon 

which depends the solution of the 

problem. 

Adequate distribution of health 
facilities is as important as increas- 
ing the enrollment in voluntary 
plans. The concluding pages dis- 
cuss cooperation and coordination 
with medical service plans. As is 
true with all of the books in the 
series, an extensive bibliography is 
appended. 

MEDICAL SERVICES BY GOVERNMENT. Bern 
hard J. Stern, Ph.D. New York, the 
Commonwealth Fund. 1946. 208 pages. 
$1.50. 

This is the third study in’ this 
series prepared by Dr. Stern, lec- 
turer in sociology at Columbia Uni- 
versity. His primary purpose in this 
monograph is to present “an in- 
ventory, in historical perspectives, 
of medical services now being pro- 
vided directly and indirectly by gov- 
ernment agencies on all levels, local, 
state and federal.” 

Government interest in the health 
of the people has two major di- 
visions—prevention of disease and 
care of those people unable to pay 
for hospital and medical care. The 
development of these responsibili- 
ties and their allocation to the 
proper units of government is pre- 
sented as social and historical back- 
ground. A description of the serv- 
ices recently and currently rendered 
by these units forms the content of 
separate chapters devoted to local 
and state governments together with 


.a single chapter containing statistics 


on expenditures for medical serv- 
ices by both. 

The subject of federal grants-in- 
aid for medical care includes a sum- 
mary of the workings of the Fed- 
eral Emergency Relief Administra- 
tion, grants through the United 
States Public Health Service, the 
Office of Vocational Rehabilitation 
and the Children’s Bureau, with 
some emphasis on the EMIC pro- 
gram. 

The last chapter outlines the con- 
siderable scope of the federal gov- 
ernment in its direct provision of 
hospital and medical care through 
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the Marine hospitals, the Indian 
service, the Veterans Administra- 
tion, the Army and Navy, federal 
prisons and the Farm Security Ad- 
ministration. The chief merit of 
this inventory of medical services 
by government lies in its thorough- 
ness and in the ability of the author 
to blueprint for the average reader 
the sources responsible for care and 
the agencies rendering that care. 


The Employee Manual 


INFORMATION MANUAL FOR EMPLOYEES. A 
report prepared for Metropolitan Group 
Policyholders by the Metropolitan Life 
Insurance Company of New York.* 
This report is a thorough study 

of 130 employee information man- 
uals, and is a valuable reference 
book for any hospital planning to 
publish a similar booklet for em- 
ployees. ‘The uses, distribution, con- 
tent and effect of the manuals stud- 
ied are analyzed carefully. Special 
chapters include such subjects as 
“For Whom Is the Manual Writ- 
ten,” “What Is Its Purpose,” ““What 
Shall It Contain,” and “How Shall 
It Be Made Readable.” Writing 
style, use of pictures and other il- 
lustrations, cover treatment and 
size of booklet are discussed with 
reference to the requirements of 
the prospective readers of the man- 
ual. 

The aim of the modern manual 
is to create better understanding be- 
tween management and employee, 
and according to the report, the 
study indicates that the employee 
manuals have contributed to im- 
proved personnel relations.—C.].F. 
“*This publication is not for sale by the 
company, but a limited number is available 
on request to the Policyholders Service Bu- 
reau, Metropolitan Life Insurance Com- 


pany, 1 Madison Avenue, New York 10. 
The library has six copies for circulation. 


Concerning N ursing 


Facts ABOUT NursING, 1946. Published by 
the Nursing Information Bureau, 1790 
Broadway, New York 19, New York. 112 
pages. Single copies, 35 cents each, three 
for $1. 

Valuable reference material on 
nursing is found in the new official 
edition of “Facts About Nursing,” 
released by the Nursing Informa- 
tion Bureau of the American Nurses’ 
Association in cooperation with 
other nursing groups. Answers to 
many of the questions being asked 
about nursing are to be found in 
this recent compilation. 
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The 1946 edition contains more 
tables and is generally more com- 
prehensive. Statistical information 
includes: The estimates of the nurses 
needed in the United States and the 
nurses available; nursing service in 
hospitals; private duty nursing; 
public health and industrial nurs- 
ing; student nurses and schools of 
nursing; personnel practices and 
salaries; auxiliary workers; counsel- 
ing and placement of professional 
nurses. 

Some interesting facts brought 
out in the book are: Professional 
nursing is the second largest pro- 
fession in the United States; 50,000 
new nurses were registered and li- 
censed to practice in 1945; more 
counties and cities were without 
public health nursing in 1946 than 
in 1945; 2,000 nurses are employed 
by prepayment medical care plans; 
66 schools of nursing out of 1,271 
admit Negro students. 

For anyone who uses and needs 
accurate and up-to-date informa- 
tion on nursing, this book is indis- 
pensable; it should be in every hos- 
pital administrator’s office as well 
as in the office of the director of 
nursing. 


Fire Prevention 
FIRE AND THE AIR Wak, edited by Horatio 
Bond, National Fire Protection Associa- 
tion, Boston, 1946, 260 pages, $3. 
Lessons in how to prevent the 
spread of fire, curiously enough, 
have been an outgrowth of incen- 
diary warfare. One of the most in- 
formative chapters in “Fire and the 
Air War” deals with the study made 
by fire protection engineers to de- 
termine how to make airborne fire 
attacks more damaging. Their re- 
search demonstrated, for instance, 
that the early resistence of Berlin to 
spreading conflagration was largely 
due to its parapeted fire walls. Later 
work demonstrated other points of 
vulnerability to fire; for example, 
the combustibility of the roof. 


Assuming the possibility of a fu- 
ture major war, conclusions in the 
volume may have some bearing on 
decisions as to both the location 
and construction of future hospital 
plants. Cities are foreseen as logical 
targets in a next war, and fire is 
seen as a principal weapon. Studies 
referred to show high vulnerability 
in slum areas and areas of highly 





concentrated population. Lessons 
on the use of combustible materials 
in fire resistive buildings, pointed 
up in recent hotel fires, have equal 
validity in building against air war 
attacks. 

Contained in the book is the of- 
ficial report of the U. S. Strategic 
Bombing Survey on the effects of 
atomic bombs on Hiroshima and 
Nagasaki. In this report are con- 
tained estimates of the causes of 
death attributed to flash burns, 
radiation sickness and other in- 
juries. Radiation effects also come 
in for a brief discussion. The re- 
port states that the rays released 
were lethal for an average radius of 
3,000 feet and that up to 7,500 feet, 
or almost a mile and one-half, they 
caused loss of hair.—R.H. 


Rules for Wiring 
NATIONAL ELECTRICAL CODE FOR 1947, 

Volume V of the National Fire Codes, 

National Fire Protection Association, 

Boston, 376 pages, $2. 

The National Fire Protection As- 
sociation’s Electrical Code forms 
the basis for rules applying to elec- 
trical’wiring in most municipalities 
throughout the country. The vol- 
ume contains recommended rules 
as revised by the N.F.P.A. Electrical 
Committee during the past year. 

Article 500 deals with hazardous 
locations and in one of its sections 
(Class I, Group C) applies specific- 
ally to atmospheres containing ethyl 
ether vapor, the type of hazardous 
location associated with the hospi- 
tal operating room. Recommenda- 
tions for electrical installations in 
all types of Class I locations are 
provided. These describe wiring 
methods, types of switches, fixtures 
and similar appliances. 

Revision of Article 500 creates 
two divisions of Class I. Under Di- 
vision 1 the code remains much the 
same as in previous years. Regula- 
tions under the new Division 2 are 
somewhat less rigorous. 

Division 2 applies to locations in 
which hazardous gases will normal- 
ly be confined within closed systems, 
and also in which hazardous con- 
centrations of gases are normally 
prevented by positive mechanical 
ventilation. There has been no in- 
dication of whether under some 
circumstances hospital operating 
rooms may be considered as falling 
within Division 2.—R.H. 
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Dieteti cs Administration 





Simplified Techniques for Preparing 
INFANT FORMULAS 


CONOMY IS NOT USUALLY the guid- 
E ing factor in planning formula 
room equipment and procedures. In 
the search today for greater econo- 
mies in hospital operation, a sys- 
tematic study of the present formula 
room operation may reveal justifi- 
able simplification even in keeping 
with the present emphasis on higher 
standards for infant care. 

The simplified technique of pre- 
paring formulas in an unsterile field 
using unsterile equipment and final 
autoclaving, which is being dis- 
cussed in this article, is reported as 
giving results equally as satisfactory 
as the aseptic technique comment- 
ed on in the January issue of 
HOosPITALs. 

The object of formula prepara- 
tion is to prepare sterile milk mix- 
tures and to keep them in a sterile 
form until presented to the infant. 
Final sterilization of the milk mix- 
tures, including the added precau- 
tion of applying the nipple and 


MARGARET GILLAM 
DIETARY CONSULTANT, AMERICAN HOSPITAL 
ASSOCIATION, CHICAGO 


protective cap before sterilization, 
gives the greatest assurance of meet- 
ing the objective. Certain objec- 
tions to this system have been made. 
The present recommended auto- 
claving at 230 F. at 7 pounds pres- 
sure for 20 minutes may give 
occasional evidence of some cara- 
melization of the milk mixture, but 
this is very slight. Lactic acid and 
other acid formulas cannot be satis- 
factorily autoclaved. 

It is probable that the vitamins 
lose a great deal of their original 
efficiency through the use of high 
temperatures, but for the short 
duration of the infants’ stay in the 
hospital this is insignificant, con- 
sidering that supplementary vita- 
mins may be administered. 

With equipment now available, 
many hospitals are considering a 
program of remodeling or planning 
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STERILIZER between the two units of the formula room provides a flexible arrangement. 
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new formula rooms, and there is a 
decided interest in the use of the 
simplified method with final steril- 
ization. Further study and sugges- 
tions regarding this method would 
be of assistance to hospital admin- 
istrators considering changing from 


complete aseptic technique, or cer- 


tain principles of the aseptic tech- 
nique and non-pressure sterilization, 
to this simplified method and final 
autoclaving. 

When planning facilities for the 
formula room, a flexible arrange- 
ment may have added advantages, 
as any plan is subject to revision in 
the light of new developments. 

Why has final autoclaving not re- 
ceived more accepted use? Research 
in the last few years has added 
knowledge of the correct tempera- 
ture for destroying harmful bac- 
teria, while changing the character 
of the mixture as little as possible. 
To reach further conclusions, bac- 
teriological studies of formulas re- 
cently carried on should contribute 
valuable additional information. 

Should water be boiled? There 
seems to be no research to indicate 
that water given to infants or used 
in the preparation of formulas 
should be subjected to sterilization 
treatment other than that provided 
for the milk mixtures. Some advo- 
cate the boiling of water for 20 
minutes to eliminate certain gases 
and some of the solids in the nat- 
ural water that are deposited in 
the container when water is boiled. 
For these reasons a sterile water urn 
may be a desirable addition to the 
formula room. 

The formula room is located in 
an accessible area of the hospital 
but remote from the patient area. 
When under the supervision of the 
dietitian it-is located near the die- 
tary department. A location near 
the central sterilizing unit is satis- 
factory, providing supervision is 
available. 

A formula room under the direc- 
tion of the nursing service should 
be accessible to the nursing unit 
for satisfactory supervision, but 





This is the third of a series of articles 
on formula room equipment and proce- 
dures. The other articles appeared in the 
October and January issues of Hospitals 
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preferably outside the pediatric or 
maternity division. 

The accompanying floor plans 
are adaptable to the simplified tech- 
nique and final autoclaving. Ar- 
rows in the plans indicate the flow 
of work. 

The physical layout includes two 
rooms and, in the larger installa- 
tions, an office with a control win- 
dow. The bottle washing room 
provides space for the receiving and 
washing of used bottles, nipples, bot- 
tle caps and racks and is equipped 
with a two compartment sink, elec- 
tric bottle brush, special bottle rins- 
ing equipment, drainage counter, 
cabinet for cleaning supplies and a 
hand lavatory. Clean equipment is 
passed through the window to the 
preparation room, or in the larger 
installations the drainage racks 
containing the clean bottles are 
pushed directly into the unit. 

In the preparation room, clean 
technique is .used in the prepara- 
tion and formulas receive final 
sterilization by autoclaving. A stor- 
age room or a cabinet is provided 
for storing supplies. For the larger 
units a small refrigerator is pro- 
vided for the receiving and storing 
of milk or other perishables. For 
the larger units a sterile water urn 
is indicated, but it is optional. 

A work table, with gas plates and 
a sink, is provided for the prepara- 
tion of formulas, using clean un- 
sterile containers and _ unsterile 
utensils for mixing the formula in- 
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PROPOSED plan for the new maternity division at University Hospital, Ann Arbor, Mich. 


gredients. Special equipment is in- 
dicated for making and dispensing 
the stock formulas, including an 
electric blender for powdered milk 
mixtures. The formula mixtures, 
if not poured into the bottles at 
the preparation table, may be dis- 


pensed from the shelf over the 
counter, using an infusion flask 
with rubber tubing, glass draw-off 
and a clamp. 

One plan indicates the filling of 
bottles from a shelf, about. chest 
high, equipped with a light for 
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DESIGNED for a hospital of 500 beds or more, 
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this unit has a shelf equipped for rapid pouring of stock formulas from infusion-type flasks. 
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greater accuracy and ease in pour- 
ing mixtures. Clean unsterile nip- 
ples are applied and the bottles are 
capped, placed in baskets and la- 
beled for the individual infants. 

Marking formula bottles with the 
name of the individual infant is a 
routine procedure in some _hos- 
pitals. Experience in the use of the 
china marking pencil shows that 
when the penciling is sketchily ap. 
plied, the marking has a tendency 
to fade under moist heat but when 
solidly marked the china penciled 
marking will stand up fairly well. 
Marking after autoclaving is not 
suggested, as handling the bottle 
after sterilization is being avoided 
in this system. A tag is probably 
the safest means of labeling. 

The baskets containing the day’s 
formula for each infant are then 
placed in the sterilizer and auto- 
claved at 230° at 7 pounds pressure 
for 20 minutes. Three bottles of 
sterile water for each infant are 
prepared in a similar manner. After 
sterilization the racks are stored in 


THIS formula room layout is suggested as being suitable for a 50-bed maternity hospital. the refrigerator in the formula 
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AN OFFICE for the dietitian has an ample control window facing the formula preparation room and is conveniently located near the door. 
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HOW TO USE 
FIBRIN 
FOAM — 


CUTTER’S 
WAR-PROVEN 
HEMOSTATIC AGENT 


Made from Human Blood 








1. Fibrin Foam and Thrombin come in three vials 
—the foam, dried thrombin, and isotonic sodium chloride. 
Dissolve sterile thrombin by adding 3 to 4 cc. physiological 
saline. Transfer Fibrin Foam to aseptic container, and use 
wide-mouthed sterile bottle for dilution of thrombin solution. 





2. Fibrin Foam in the dry state cuts easily to 
any size with scalpel or razor blade. A selection of various- 
ized pieces, ready to moisten in solution, saves sponging 
time. The dry sponge is light, permeable and rather brittle; 
when wet, it becomes soft, pliable and slightly resilient. 
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3. Moisten Fibrin Foam in thrombin solution 
just before applying to freshly sponged bleeding area. Apply 
gentle pressure for a moment until clot forms ; then leave in 
place to be absorbed. Made from proteins of pooled normal 
blood plasma, Fibrin Foam is homologous, non-reactive. 


An outgrowth of research in human plasma fractionation 
at Harvard Medical School, Cutter’s Fibrin Foam is made 
from human blood —thus is a non-reacting, absorbable 
homologue. Offers outstanding advantages in all types 
of surgery where hemostats and sutures are impractical. 


FOR COMPLETE INFORMATION 


on Fibrin Foam and other 
important ‘human blood fractions, 
a write for Cutter’s new BLOOD 
\ FRACTIONS booklet. Cutter 

\ Laboratories, Berkeley, California 


\ 
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_— CUTTER LABORATORIES 
BERKELEY - CHICAGO - NEW YORK 


enn 


7\ 








placed on a cart, covered with a 
sterile sheet, and delivered to the 
nursery, where they are received by 
the nurse and placed in a refrig- 
erator used only for the storage 
of formulas. 


The bottles are not touched from 
the time they are placed in the 
sterilizer until they are removed 
from the refrigerator in the nursery 
and placed in the bottle warmer. 
The cap is removed after the for- 
mula is warmed and immediately 
before the nipple is given the infant. 

The time between the moment 
the bottles are removed from the 
sterilizer and when they are placed 
in the refrigerator often varies with 
the delivery schedules from the 
formula room to the nursing units. 

Opinions differ as to the neces- 
sity of quickly cooling the formula 
before refrigeration. Tests have 
been made which show no bacterial 
growth takes place in the sterilized 
formula even after it stands six 
hours at 70 degrees Fahrenheit. 
Further studies are necessary to 
have conclusive information. 

A hand lavatory with knee or 
elbow control is located in the office 
or in the preparation room. It is 
recommended that the persons 
working in the formula room scrub 
for three minutes and wear clean 
unsterile gowns and caps. 

If it is felt more desirable to 
sterilize the equipment used, the 
window opening from the bottle 
washing room into the preparation 
room may be ‘closed and the auto- 
clave arranged to open also into 
the bottle washing unit; the bot- 
tles, nipples, bottle caps and equip- 
ment can be autoclaved and _ re- 
moved from the autoclave in the 
preparation room. 

Planning for the safe formula in- 
cludes sanitary and health regula- 
tions. Sanitary features include 
placing built-in equipment on tile 
bases or making it a part of the 
wall structure. Glass brick windows 
are desirable. Air conditioning is 
recommended and ultra violet radi- 
ation may be considered as a 
precautionary measure. Routine 
physical examinations of all per- 
sonnel is considered essential. 
Checks of the bacterial count of 
formulas, caps, nipples and bottles 
in the formula room and nursery 
should be carried out weekly. 
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New Ways to Simplify Kitchen Tasks 


Tue Dietetics Institute held in 
Chicago December 2-6, 1946, 
brought forth many suggestions for 
methods of work organization and 
new designs for equipment to make 
the work in the dietary department 
easier to perform, with a resultant 
financial saving to the hospital. 

Dr. Mary deGarmo Bryan, pro- 

fessor of institution management, 
Columbia University, presented 
many of the following ideas and 
designs for equipment; other sug- 
gestions were contributed by mem- 
bers attending the institute. 
» Potato peeling, a time-consuming 
operation in every institution, may 
now be simplified by eliminating 
the eyeing process (which requires 
a minute per pound) when prepar- 
ing potatoes for potato chips, hash 
browning and pan frying. Grading 
potatoes before peeling saves four 
out of every 100 pounds. Potato 
peelers should be constructed to 
dispense potatoes on a drainboard 
in the front of the worker who per- 
forms the eyeing process. The 
potatoes should be dropped into a 
sink containing baskets which may 
be lifted out and carried (without 
rehandling the potatoes) to the cut- 
ting equipment or to steamers for 
the cooking process. 


» Vegetable cutters or slicers should 
be located at the point of final 
usage to avoid cutting vegetables 
into smaller portions sooner than 
necessary because of vitamin loss. 
The new vegetable cutting machine 
in one institution resulted in tak- 
ing one worker off that job. 


» Beets cook in seven to nine min- 
utes and have a more delicate flavor 
when machine peeled and cut into 
desired shapes before cooking. 


» Baskets in all steam-jacketed ket- 
tles provide a more efficient method 
of removing foods than the time 
consuming method of dipping with 
ladles. Small trunnion-type steam 
kettles equipped with cooking bas- 
kets provide ideal equipment for 
cooking, particularly frozen or deli- 
cate vegetables. These kettles are 
placed at working height on a table 


wide enough to permit emptying 
directly into serving pans. 

The table is constructed with a 
marine or raised edge and equipped 
with a drainage trough. For effi- 
ciency in operation a water supply 
is installed for each kettle. This 
provides a means. of cooking in 
small quantities only the amounts 
of food required for immediate 
service to food conveyors or cafe- 
teria counters. 

» Work tables in kitchens should 
be on wheels whenever possible. 

» Vegetables should be prepared, 
with the possible exception of root 
vegetables, as soon as received to 
reduce refrigeration space, provide 
opportunity for complete inspec- 
tion and to avoid time-consuming 


handling. 


» A new design of a four-compart- 
ment sink is suggested for efficiency 
in the preparation of vegetables. 
Working from left to right, a truck 
with vegetables to be prepared is 
placed at the end of the sink and 
the vegetables transferred into the 
first compartment for preliminary 
handling or sorting. 

The second compartment is a 
hopper connected with a garbage 
grinder and has a removable basket, 
top and rear; at the front is a cut- 
ting board. Compartment three is 
for washing and is provided with 
overflow slots connected with the 
hopper to remove floating dirt, and 
compartment four is for final wash- 
ing and is fitted with a wire basket 
to receive the vegetables after final 
washing. This wire basket is trans- 
ferred to a container for storage in 
the refrigerator until the vegetables 
are needed for final finishing. 


‘» An architect’s buffer or a motor- 


driven small revolving brush at the 
pot sink is suggested for scraping 
pots and pans. A similar brush is 
also recommended for scrubbing 
vegetables. 

» A funnel-shaped container with 
an adjustable dispensing device is 
used to deliver exact amounts of 


cake batter into baking pans. 
—M.G. 
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Low cost @ Underwriter approved @ Simple to operate @ Only 1 
control dial e Safe, low-cost, heat @ Easy to clean @ Quiet and 
easy to move @ Excellent oxygen tent @ Fireproof construction 
e Ball-bearing, soft rubber casters @ Welded steel construction @ 
3-ply safety glass @ Full length view of baby e Simple outside 
oxygen connection @ Night light over control e Automatic control 
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ABOUT CREDITS AND COLLECTIONS 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have been published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Asso- 
ciation has all the articles listed here available for loan on request. 

This ts one in a series covering some of the prepetual problems of hos- 


pital administrators. 


NCREASING EMPHASIS is being 
I placed on the ability of hospi- 
tals to operate on a sound financial 
basis. There is a way for each pa- 
tient’s bill to be paid. For those pa- 
tients who are medically indigent 
or who cannot pay the bills in full 
on discharge, the hospital must set 
up a system of properly providing 
for the payment of these bills. 

A nonprofit hospital, even more 
than a business, cannot allow a 
high percentage of write-offs. To 
help the administrator who wishes 
to check his credit performance or 
who plans a reorganization of this 
department the following articles 
offer help based on actual experi- 
ence. 


“Mechanics of Collecting Those Border 

line Accounts.” Charles D. Seaman. Hos- 
PITALS 20:56-57, July, 1946. 
» For those hospitals whose popula- 
tion is made up of patients who pay 
their bills but who must take time 
to do it, Mr. Seaman suggests a con- 
venient method of payment. Since 
most of these patients pay all their 
bills by cash, permitting them to 
pay the hospital bill weekly or 
monthly at a downtown bank or 
department store has distinct ad- 
vantages. 


“Admission, Credit and Collection Pro- 
cedure.” Louis Hehemann. Hospitats 
16:72-73, August, 1942. 

» The importance of having ade- 
quately trained and _ personally 
qualified credit officers is stressed. 
To maintain a high percentage of 
collections this job should not be en- 
trusted to a clerk in the office. Good 
will for the hospital is at stake in 
these encounters. Presentation of 
his bill to the patient in his room 
by a credit officer who is able to 
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answer questions and has authority 
to make the necessary arrangements 
may bring greater response from the 
patient than such a conversation at 
time of discharge. 


“Payment Control Through Study of 

Risks At Admission.” Richard F. Gidman. 
HOSPITALS 20:54-55, July, 1946. 
» Close cooperation between the 
admitting department, the social 
service department and the credit 
office to establish the financial situa- 
tion of the patient is of first impor- 
tance and is obtained through prox- 
imity of the offices and definite pol- 
icies laid down by the adminis- 
trator. Knowledge of the patient as 
furnished by the doctor should be 
sought, as well as the usual check by 
the local credit rating bureau. 


“Collection Systems and the Problems 

of Write-off” George Bugbee. Hospitats 
14:112-114, February, 1940. 
p Setting up efficient records for the 
control of collections in files accessi- 
ble to all employees of the business 
office prevents confusion and _ pro- 
vides for routine followup of ac- 
counts receivable. When all the es- 
sential information is placed on this 
credit record, the patient being dis- 
charged after business hours or on 
Sundays can be told exactly what 
his bill is. At the same time the pa- 
tient would not be able to deny an 
agreement made with the credit 
officer. 


“Hospital Bureaus Are Ready to Prove 
That Every Account Can Be Paid.” John 
M. Jenkins. HospiTats 18:31-33, July, 1944. 
» The director of the Toledo Ohio 
Central Investigating Bureau out- 
lines the advantages to hospitals of 





such a bureau, first, as a central 
referring agency for medically in 
digent patients; second, as a help 
to hospitals in discovering addi 
tional sources of payment for bills. 
With all the local hospitals coop 
erating, the various community 
agencies providing funds have a 
central bureau for distribution o| 
funds. Likewise, the hospitals have 
a central source for determining the 
eligibility of patients. If a patient 
is potentially part pay, his bill 
should not be classified as charita 
ble or below cost. 


“Business Approach Is Basic to a Sound 
Financial Policy.” William R. Duden, M.D. 
HOsPITALS 20:52-53, July, 1946. 

» Systematic review of accounts re 
ceivable daily by the administrato: 
or his assistant is one way to pre- 
vent the ageing of such accounts. A 
simple tabulation by the _ book- 
keeper of the accounts still due 
from inpatients helps the adminis- 
trator decide before discharge if an 
additional interview is necessary. 
Monthly quotas of amounts to be 
charged off as bad debts should be 
reviewed by the administrator to 
determine the effectiveness of his 


‘credit and collection system. 


“Helping the Hospital Collect.” John 

Griffin. Modern Hospital 58:80-82, April, 
1942. 
» The author—a hospital trustee— 
describes how the trustees may be 
of help to the administrator in es- 
tablishing credit and collection pol- 
icies through their knowledge ol 
local business methods. He suggests 
also that the doctors should be en- 
couraged to interpret the hospital’s 
costs to prospective patients. 


“Methods of Collecting Hospital Ac- 

counts.” Josie M. Roberts. Hospirats 
16:33-36, August, 1942. 
» Accuracy in obtaining such infor- 
mation as correct initials and tele- 
phone numbers from the patient o1 
his relatives when he is admitted 
will be of considerable help late: 
to the collection officer. Providing 
the admitting clerks with a list ol 
all insurance companies offering ac- 
ceptable contracts will expedite the 
approval of such guarantors and 
will create less confusion in the 
mind of the patient. 
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N THE COURSE OF recent years ap- 
I pointments to internships have 
developed inconvenient, if not seri- 
ous, problems for hospitals, medical 
schools and prospective interns. As 
a result of concerted effort by a 
joint committee (representing the 
American Hospital Association, the 
American Protestant Hospital Asso- 
ciation, the Catholic Hospital As- 
sociation of the United States and 
Canada, the Council on Medical Ed- 
ucation and Hospitals of the Ameri- 
can Medical Association, and the 
Association of American Medical 
Colleges) a plan was instituted two 
years ago to bring some uniformity 
into the method of appointing med- 
ical graduates to internships. 

This plan was carried out rela- 
tively well by hospitals and medical 
schools during its first year and was 
modified for internships beginning 
July 1, 1947, to fit the return to 
peacetime conditions. 

It is very difficult to determine 


Medical Review 


Modhfy Pattern of A pproved Uniform 
INTERNS’ PROGRAM 


posal to apply to internships be- 
ginning July 1, 1948. 

Admittedly no uniform appoint- 
ment plan can be entirely satisfac- 
tory to all hospitals. There are go 
to 40 per cent more approved in- 
ternships than there are prospective 
interns. In such a situation it is 
obvious that all hospitals cannot 
expect to have all the interns they 
want, whether there is a uniform 
plan or not. Close observance of the 
plan described below, however, may 
do much to eliminate problems 
which hospitals have faced in the 
past in selecting and appointing 
interns. 

The new plan follows the pattern 
of the previous plans but has been 
modified in some important re- 
spects as a result of suggestions and 
comments received during the past 
year from participating hospitals. 
In brief the plan is as follows: 


1. The date for filing applica- 
tions and releasing credentials by 
the medical schools for internships 
to begin July 1, 1948, is set for Oc- 


tober 15, 1947- 


2. Letters of recommendation by 
faculty members should be elimi- 
nated as a hospital requirement, 
all information about applicants 
being centralized in the dean’s of- 
fices and credentials sent out from 
there. (This action is proposed in 
an effort to relieve over-burdened 
faculty members of the task of writ- 
ing an increasing number of letters 
of recommendation to hospitals to 
support internship applications. Al- 
so, it is hoped that the information 
from the faculty might be assem- 
bled in the dean’s office and then in- 
corporated in one letter of recom- 
mendation. This should simplify 
the work of the hospitals in review- 
ing the records and recommenda- 
tions on each case.) 

3. Hospitals should not issue ap- 
pointments (either written or ver- 
bal) to interns before November 15, 
1947, for internships beginning 
July 1, 1948. 

4. Hospitals need not provide a 
uniform minimum waiting period 












































the satisfaction which hospitals 

obtained from the plan of appoint- TEN LEADING CAUSES OF DEATH, U. S., 1944 and 1945 

ment last year and the degree to 

which hospitals acted in accordance C —— | Number of Deaths! Percent of all Causes 

with the plan. An informal poll of ee aa l 

three representative groups of hos- ee isin 

pital administrators suggested that 1. Diseases of the heart 424,328 | 418,062 30.3 29.6 

approximately 75 per cent of the 2. Cancer and other malig- 

hospitals with approved internships nant tumors 177,464 | 171,171 12.7 12.1 

made a serious effort to comply with 3. perp lesions of 129.144 | 124.250 92 8.8 

the details of the appointment plan ee : : : i 

last year and that most of the hos- 4. Nephritis 68,078 aa 6.3 6s 
: ; ; 5. Pneumonia (all forms) 

pitals which failed to follow the and tien 68.386 81.804 49 5.8 

plan did so as a result of misunder- 6. Accidents excluding 

standing. motor-vehicle accidents | 67,842 | 70,955 4.8 5.0 

_ This wide acceptance probably 7. Tuberculosis (all forms) | 52,916 | 54,731 |. 3.8 3.9 

indicates a feeling of need for con- 8. Diabetes mellitus 35,160 | 34,948 2.5 2.5 

tinuance of the effort to develop a 9. Premature birth 31,614 33,120 2.3 2.5 

satisfactory uniform appointment 10. Motor-vehicle accidents 28,076 24,282 2.0 1.7 

plan and _the joint committee of i. Deaths, all causes, 1,401,719 in 1945 and 1,411,338 in 1944, Figures are for the continental U. S. 

the organizations listed above has and exclude deaths among the armed forces overseas. Source: U. S. Public Health Service. 

now come forth with a new pro- 
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(after announcement of appoint- 
ments) in which to allow the intern 
to accept or reject the appointment. 
Hospitals are requested to notify all 
applicants of acceptance, alternate 
position, or rejection (with the un- 
derstanding that notification of re- 
jection may be made by the hospi- 
tal at any time). Rejection notices 
may be sent out as soon as a deci- 
sion is made, or as soon as possible 
after that date. 

5. Hospitals are requested to 
eliminate from intern application 


blanks the statement that the stu- 
dent will agree to accept if ap- 
pointed. 

The committee urges all medical 
schools and hospitals to cooperate 
on the basis of the above proce- 
dures. 


Warn of Addiction 

The general inadequacy of cura- 
tive procedures for the common 
cold was discussed in this depart- 
ment in the December issue. Now 
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dust and dirt from 
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PURIFIES 


Rexair removes 
dust, pollen, and 
germ-laden lint 
from air. Traps im- 
purities in water. 
You simply flush 
down drain. 





DEODORIZES 


Use your preferred 
deodorant and/or 
germicide. Add it 
to the pan of water 
in the Rexair base. 
Action is quick, 
effective. 
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comes a warning from Dr. Clifford 
F, Lake of the Mayo Clinic that con 
tinued use of nose drops is drug ad 
diction, according to Science News 
Letter. , 

There is real danger of abusing 
the use of nose drops. Ordinarily, 
these drops are vasoconstrictors and 
relieve the congestion in the nose by 
shrinking the blood vessels which 
line the nose. This results in much 
more comfortable breathing and re 
lief from the congested feeling. 

If there is frequent and pro 
longed use of nose drops, the proc- 
ess is reversed and the blood vessels 
become dilated instead of constrict- 
ed. This is followed by the return 
of the feeling of stuffiness and con- 
gestion. 

The natural reaction then of the 
uninformed person is to apply nose 
drops more frequently or to change 
to a stronger solution. Temporary 
discontinuance of the drops may 
produce even more severe conges- 
tion and a feeling on the part of 
the patient that he cannot give up 
the use of nose drops. 

Science News Letter suggests: 

“If you get into this state, you 
should see a doctor without delay. 
He will doubtless advise you to stop 


‘the nose drops but he may give you 


something to help you sleep the 
first few nights because at first your 
nose will be stuffier than ever after 
stopping the nose drops. By the end 
of the week you should be breath- 
ing quite freely without them, un- 
less there is some mechanical ob- 
struction, which the doctor will 
search for.” 


BCG Vaccine 


Following the first World Wai 
the French scientists, Calmette and 
Guerin, developed a vaccine against 
tuberculosis. This is known as BCG 
and has had rather extensive use in 
Europe. Whether to use BCG in the 
United States has long been a mat- 
ter of controversy with the weight 
of opinion apparently against it. 
On the other hand many authorities 
have recammended BCG vaccina- 
tion for tuberculin negative student 
nurses, interns, and for babies in 
homes in which there are active 
cases of tuberculosis. 

There have been a number ol 
studies in this country on its use 
and it is now reported that the 
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U. S. Public Health Service will 
institute a large scale demonstra- 
tion to determine its effectiveness. 
Probably nurses and other person- 
nel in hospitals and persons living 
in communities with few hospital 
beds and relatively high tubercu- 
losis rates will constitute a portion 
of the demonstration. A number of 
years will be required to determine 
whether the procedure should be 
more widely used in this country. 


A Malaria Cure 


A new drug, pentaquine, when 
given in combination with quinine 
is reported to cure malaria instead 
of just suppressing it as other drugs 
have tended to do. When given 
alone pentaquine may be followed 
by relapses. 

Pentaquine appears to be an im- 
provement over pamquine (plas- 
mochin) because pentaquine is 
much less poisonous in therapeu- 
tically effective doses than is pam- 
quine. Other wartime discoveries, 
such as SN7618, or quinacrine and 
atrabrine, are effective in stopping 
the chills and fever but do not cure 
the malaria commonly seen in this 
country. 





| 

| CURRENT HEALTH 
| CONDITIONS 
| 





A statement from the Division of Public 
Health Methods, U.S. Public Health Serv- 
ice, through the month of December 1946. 


Poliomyelitis. In accordance with sea- 
sonal expectancy, the number of cases of 
poliomyelitis reported in December was 
roughly two-fifths of the number reported 
in November. However, the nearly 700 
cases were considerably above any of the 
preceding Decembers from 1942 to 1945. 
The 52 weeks of 1946 yielded a total of 
around 25,000 cases, aS compared with 
about 19,000 in 1944, the highest of the 
four preceding years. It is the opinion of 
many health officials that part of the large 
number of cases reported during 1946 
arises from a more complete reporting of 
the abortive nonparalytic cases; as yet data 
have not been assembled to estimate what 
proportion of the cases were nonparalytic. 

Diphtheria. The December reports of 
dipththeria indicated a continuation in 
the decrease which has been going on for 
the past six months. The 1,400 cases re- 
ported in December were 400 less than in 
December of 1945 and 100 less than in De- 
cember of 1944, but goo more than in 1943 
before the recent rise in diphtheria. The 
52 weeks of 1946 showed a total of about 
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16,000 cases which was about 2,500 less 
than in 1945 but about 2,000 more than in 
either 1944 or 1943. Thus the current 
month and also the year as a whole show 
considerable decline as compared with the 
high 1945 rate. 

Influenza. So far as reported cases of in- 
fluenza are concerned, there was no evi- 
dence of an increase in December over 
the same month of preceding nonepidemic 
years. 

Measles. The December report of nearly 
1,000 cases of measles was about the same 
as in 1945, considerably more than in 1944, 
but only about one-third of the reports for 
December 1943. Considering the year as a 
whole, 1943, 1944, and 1946 were very high, 


each having more than 600,000 cases with 
1946 as the highest year. The year 1945 
was much less, with about 130,000 cases. 

Summary. As a whole, the year 1946 
was favorable as judged by reports of the 
incidence of the communicable diseases. 
There was a very considerable epidemic of 
poliomyelitis, a threatened epidemic of 
smallpox on the Pacific Coast which re- 
sulted in 81 cases and 20 deaths, and an 
epidemic of mild influenza in the early 
months of 1946. With respect to the many 
other communicable diseases, 1946 was a 
good health year with mortality rates for 
the general population, for infants, and 
for mothers that were all less than in re- 
cent preceding years. 
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INDICATIONS: 


Infected surface wounds, or 
for the prevention of such 
infection 

Infections of second and third 
degree burns 

Carbuncles and abscesses after 
surgical intervention 

Infected varicose ulcers 

Infected superficial ulcers of 
diabetics 

Secondary infections of ecze- 
mas 

Impetigo of infants and adults 

Treatment of skin-graft sites 

Osteomyelitis associated with 
compound fractures 

Secondary infections of der- 
matophytoses. 


For literature, write The Medical Director, 
Eaton Laboratories, Inc., Norwich, N. Y. 
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its several advantages 


FURACIN SOLUBLE DRESSING LIQUEFIES 
AT BODY TEMPERATURE, forming a water- 
soluble, surface-active liquid that can penetrate 
crevices and dissolve in exudates of infected 
wounds. These properties facilitate contact of the 
antibacterial agent with infected areas. 
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Gain these SIX Advantages with 


The B-D VACUTAINER* 


@ NO BLOOD TRANSFER NECESSARY — Blood 
is drawn from vein through needle into Vacutainer — 
where it remains for centrifuging and tests without 
need of transfer, also eliminating danger of outside 


contamination. 


2] ADAPTABILITY — B-D Vacutainer tubes are 
available in a variety of sizes to fit most standard tests. 


They are supplied with or without anti-coagulant. 


© HIGH QUALITY OF BLOOD — Delivers the 
quality and quantity of blood to the laboratories that 


they have always wanted but have not always received. 


@ SPEED — 10cc of Blood in less than 7 seconds 
— under normal conditions. Speed of Vacutainer may 
permit one technician to do the work of two using 
other methods. 


© Low COST — Original cost of equipment com- 
pares favorably with any other method. B-D Vacutainer 
saves cost of syringe, tube, cork, washing, scouring, 
sterilization, and other preparations for use. Less han- 
dling means less danger of breakage. 


© CLEANLINESS — Closed container eliminates 
contamination or possible spillage. Excess vacuum, 
after sufficient quantity of blood is taken into tube, 
automatically sucks residual blood from needle cannula 
into Vacutainer. 


*A New Vacuum Tube device for collecting blood samples. 


Write for folder showing Vacutainer in use. 


Ask your dealer for the 
B-D Vacutainer Physi- 
cian’s outfit (3¢3201) 
containing 1 dozen tubes, 
a holder and an adapter 
for use with your own se- 
lection of needle. 


No. 3201 
Outfit 
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BECTON, DICKINSON & CO., RUTHERFORD, N. J. 


1897 - 
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<Furchasing 





U. S. Bureau of Standards, Source of 


FACTS FOR BUYING 


OSPITALS, SURGEONS, surgical 
trade manufacturers and dis- 
tributors are studying recommenda- 
tions on the manufacture of sur- 
gical gauze and dressings, as recently 
submitted through the National 
Bureau of Standards, Washington, 
DG. 

These recommendations include 
simplified lists of standard types, 
sizes, weights, methods of folding 
and other undramatic but impor- 
tant factors to both manufacturers 
and buyers of surgical gauze and 
dressings. When comments and sug- 
gestions are returned and tabulated 
by the bureau, there will be a basis 
for subsequent revision of Simpli- 
fied Practice Recommendation R&86- 
42 and R133-38. Both to hospitals 
that use these two items and com- 
mercial companies that manufac- 
ture them, the recommendations 
eventually will represent substan- 
tial savings. 

The story behind these forth- 
coming recommendations on  sur- 
gical dressings dates back to May 
1932. At that time R133-32 was pro- 
mulgated. In 1937 industry’s stand- 
ing committee in cooperation with 
the American Hospital Association 
and the American College of Sur- 
geons proposed the first revision. 
R133-38 was issued the following 
year. 

It is a second revision that is 
now proposed by the standing com- 
mittee and the Committee on Pur- 
chasing, Simplification and Stand- 
ardization of Hospital Furnishings, 
Supplies and Equipment of the 
American Hospital Association. 
Paul L. Burroughs of Pennsylvania 
Hospital is chairman of this com- 
mittee. Should this proposed re- 
vision meet with approval by manu- 
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facturers, distributors and hospitals 
during this year it will be printed 
as R133-47. Revisions are made as 
needed to keep pace with changing 
conditions. 

Simplified practice recommenda- 
tions also have been drafted through 
the procedure set up by the Bureau 
of Standards for such items as hy- 
podermic needles, hospital blankets, 
beds, clinical utensils and many 
more items, some not even remotely 
related to the hospital field. Now 
being considered for simplification 
recommendations are such items as 


GENERATOR unit capable of delivering an 
x-ray excitation current of 25 milliamperes 
at 1,400,000 volts. The voltmeter is encased 
in the small column at the left. The column 
in the background is one of the three x-ray 
tubes used for standardizing dosage meters, 
for exploratory work and for studies in co- 
operation with the National Cancer Institute. 


surgical sutures and surgical instru- 
ments which normally are pur- 
chased and owned by hospitals. 

In the words of the bureau, sim- 
plified practice means “reduction of 
excessive variety of manufactured 
products, or of methods.” It is the 
record of stock items retained after 
superfluous variety has been elimi- 
nated as the result of voluntary 
cooperation among manufacturers, 
consumers and other interests, upon 
the initiative of any of these groups. 
The Bureau of Standards’ Division 
of Simplified Practice, headed by 
E. W. Ely, is the matchmaker, um- 
pire and scorekeeper. 

Simplified practice recommenda- 
tions are only a part of the bureau’s 
activities, however, and only a part 
of its activities which are important 
to the hospital budget. As its name 
implies, the Bureau of Standards as- 
sists in the promulgation of stand- 
ards or specifications. “A proper 
specification,” says the bureau, “is 
one that enables bidders to know 
exactly what is desired or required 
and what procedure the purchaser 
will follow to satisfy himself that 
the specification has been complied 
with.” 

As one of its functions, the bu- 
reau’s Division of Codes and Specifi- 
cations in 1925 inaugurated the cer- 
tification plan. This plan aims to 
facilitate the use of federal specifica- 
tions by supplying purchasers with 
lists of manufacturers who are will- 
ing to issue certificates guaranteeing 
their commodities to comply with 
these specifications. About a thou- 
sand commodities are now covered 
by federal specifications. This divi- 
sion also promotes and facilitates 
the use and unification of various 
building and safety codes. 

Although there is a distinction 
between federal specifications and 
commercial standards, their require- 
ments are about the same. Federal 
specifications are standards set up 
for any item that any government 
agency needs in its purchasing ac- 
tivities. Commercial standards are 
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RESEMBLING a col- 
lege campus, the bu- 
reau is spread over 
a 68-acre site in the 
Washington subur- 
ban area (above). 
The buildings con- 
tain an extensive va- 
riety of equipment, 
much of it specially 
designed, such as the 
apparatus for the im- 
pact testing of crock- 
ery (center). In an 
investigation of the 
strength of clay brick 
walls, this section 
held up under a 
stress of 1,603 
pounds per square 
inch (left). (All pho- 
tos used here are 
from the National Bu- 
reau of Standards.) 








specifications voluntarily developed 
for both contract and over-the- 
counter buyers. 

The bureau’s Division of Trade 
Standards, headed by F. W. Rey 
nolds, assists producers, distribu 
tors, testing laboratories and con 
sumers in voluntarily recording 
standards of the trade. The stand 
ards cover terminology, types, clas 
sifications, grades and sizes, and us: 
characteristics as the basis fm 
clearer understanding between buy 
er and seller. They are the “de- 
scriptions” of articles of commerce 
that manufacturers produce to sell 
and purchasers wish to buy and 
provide uniform bases for fair com 
petition. 


Guarantees Are Voluntary 


Guarantees behind commercial 
standards are voluntary. Policing 
for misrepresentation is not the 
concern of the bureau nor does it 
fall within the scope of the bureau’s 
operations. Existing laws relating to 
contracts are adequate to take care 
of such cases. A manufacturer’s ac- 
ceptance of a standard indicates his 
willingness to abide by it. The bu 
reau feels that voluntary standards 
also provide an incentive for the 
production of grades higher than 
average or “standard.” Were they 
mandatory, it is suggested, the pro- 
ducer would by nature attempt to 
stay “just within the law.” 

Economy, with elimination ol 
waste, is the keynote of the commer- 
cial standards plan as with the sim- 
plified practice recommendations. 
It substitutes logical arrangement 
for hit-or-miss methods of specify- 
ing, manufacturing and testing. 

Hospitals can participate in the 
bureau’s program in a number ol 
ways: They may obtain lists of 
manufacturers who accept and 
thereby agree to comply with com- 
mercial standards (included as an 
appendix to all printed commer- 
cial standards); they may request 
reports covering results of labora- 
tory tests and other investigations 
conducted at the National Bureau 
of Standards; they may make a prac- 
tice of demanding certification o! 
items bought by contract or over- 
the-counter sales; they may suggest 
to the bureau or to the committee 
of the American Hospital Associa- 


HOSPITALS 


























HEAVY DUTY ROASTER 






SEMI-HEAVY STOCK POTS 


S Does a dozen jobs or more. 
por Use cover as shallow pan, 
s10 extta” 215%" x 18%" x 2%" deep, 
a-bards nles*s and made from \4" thick, 
Se hard aluminum alloy. Bottom 

can be used as deep roaster... 
7” deep, 3/16” thick aluminum. 





Made from same extra-hard, dense 
sheet aluminum as the Heavy Duty i) rN 
Stock Pots, but sides and bottom are 

of uniform thickness. Top is rolled 
giving added strength where strength 
is needed, 
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aa 
your requirements, see your 
4 ie sply house representative, or write: 
"The Aluminum Cooking Utensil Com- 
pany, 3302 Wear-Ever Building, New 
Kensington, Pa. 
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o 
tion recommendations for simplifi- 
cation practice pertaining to hos- 
pital supplies and equipment. 

A list of available commercial 
standards, LC836, may be obtained 
without cost from the Division of 
Trade Standards, National Bureau 
of Standards, Washington 25, D. C. 

Research and testing in diverse 
branches of physics and chemistry 
are other important functions of the 
bureau. It acts as the government’s 
principle testing laboratory for de- 
termining (with the exception of 


foods and drugs) compliance with 
federal specifications. Tests are also 
made for private individuals and 
firms, but only when the work can- 
not be done with sufficient accuracy 
elsewhere, or when the test is in the 
nature of a referee analysis, or when 
it forms part of an investigation. 
The bureau does not compete with 
private laboratories. 

By its own description, the bu- 
reau’s functions are: “The develop- 
ment, construction, custody, and 
maintenance, of reference and 
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quality fully certified , 


. . approximately 1/3 lis 


We have obtained from War Assets Corporation a large quantity of 
the excellently made instruments illustrated which we can offer at the 
following very favorable prices. 


3B122G — Kirschner Hand Drill (A), chrome plated body with stainless 
steel chuck, complete with 3 twist drills, sizes 1%g-, 34-, and 1%-inch, 
standard price $29.50, special, only....... 


3B123G — Bohler-Steinman Pin Set, consisting of chrome plated Adjust- 
able Chuck Handle (B), one each stainless steel Bohler-Steinman Pin 
Holders (B and C), medium adult and child sizes, standard price $14.50, 
special sO ss ccs s wok 0 ce cle oes Cetin cnteea% Soles ees Seeaees $5.85 


3B124G — Special Bone Set, consisting of one each of the above listed 
instruments, standard price $44.00, special, only..-......+++-$12.50 i 


ite] A. S. ALOE COMPANY—1831 Olive St.—St. Louis 3, Mo. 
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working standards used in science, 
engineering, industry, and com- 
merce; their intercomparison; re- 
search connected with standards: 
and the determination of physical 
constants and the properties of 
materials.” 

The prototype of the Nationa! 
Bureau of Standards originated in 
1830 when an Office of Weights and 
Measures was established in the 
Treasury Department to make « 
comparison of the standards usec 
by customs inspectors in the vari- 
ous ports. As its activities graduall) 
expanded, the name was changed to 
the National Bureau of Standards 
in 1901 by an Act of Congress and 
the agency was laden with addi- 
tional duties. In 1913 it became a 
part of the Department of Com- 
merce. 

Today the bureau’s activities are 
spread over a 68-acre site in sub- 
urban Washington. Its buildings 
house a great variety of equipment, 
much of it specially designed, for 
testing and research, and its field 
stations provide facilities for work 
which cannot well be carried on in 
Washington. 


PRIORITIES ASSISTANCE 


As the result of administrative 
action January 8, priorities purchas- 
ing assistance for hospitals has been 
drastically curtailed. 

In line with the announced pol- 
icy of the Office of Temporary Con- 
trols to restore normal buyer-seller 
relations as soon as possible, the is- 
suance of CC ratings will be limit- 
ed to: Cases of non-deferrable need 
for the military services, cases in 
connection with the Veterans’ Emer- 
gency Housing Program and cases 
of public emergency. 

The action was taken by the Ci- 
vilian Production Administration 
in amending Priorities Regulation 
28. In addition PR28A, under 
which special assistance was grant- 
ed for textiles, has been revoked. 
Form 2842, used by hospitals in 
seeking priorities assistance for tex- 
tiles, is out. Assistance for purchas- 
ing textiles now will be granted 
only under the very limited condi- 
tions of PR 28, in which applica- 
tion Form 541-A must be used. 

According to CPA officials, hos- 
pital applications will receive cou- 
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In hyper-extension for spinal column fracture 
dislocation, the unique construction of the Albee- 
Comper Fracture Table allows a Potter-Bucky Dia- 
phragm to be brought into immediate proximity 
of the patient for true X-ray checks and permanent 
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WRITE TODAY for descriptive lite 


Es AMERICAN STERILIZER COMPANY 


- Erie, Pennsylvania 
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sideration only when the item is 
needed, in an emergency, “to elimi- 
nate serious hazard to the life, 
health or safety of a large number 
of people.” 

CC ratings used before the Jan- 
uary amendment remain valid and 
all orders given ratings under the 
amended regulation must be ac- 
cepted and filled by suppliers. 

Under existing legislation assist- 
ance may be given only through 
March 31. At that time the Civilian 


Production Administration will be 
liquidated. There is no indication 
that its life will be extended nor 
that its functions will be taken over 
by any other temporary office. 


SUGAR ALLOTMENTS 


Two amendments to sugar con- 
trol regulations under Revised Gen- 
eral Ration Order 5 for institutional 
users were issued by the Office of 
Temporary Controls during the 
final days of December. The first 





Doctors’ First Aid! 


permits hospitals and other institu 
tions to seek adjustment of refresh- 
ment allotments in order to tak« 
care of seasonal requirements. Hos 
pitals which were granted adjust- 
ments prior to January 1, 1946 are 
not eligible. 

The second amendment provides 
for the issuance of a single ration 
check for each allotment period re- 
gardless of the size of the allotment. 
The order also permits the regional! 
office to issue allotments as soon as 
an application is received. 

Consolidation of eight of 64 sugai 
branch offices in February has been 
announced by OPA. The move was 
described as an economy measure. 


After February 10, hospitals which 
were served by offices at Albany and 
Buffalo will transfer business to 
Syracuse, N. Y.; Scranton to Phila- 
delphia, Pa.; Washington, D. C., and 
Wilmington, Del., to Baltimore; 
Nashville to Memphis, ‘Tenn.; Fort 
Worth to Dallas, Tex., and Jack- 
sonville to Miami, Fla. 


Yes, most doctors insist on “Lysol” for disinfec- 
tion of sharps and for perineal care. That’s be- 
cause a dependable disinfectant is vital in these 
instances. And “Lysol” is first in dependability! 


64 85) 
tye 


SURPLUS PROPERTY 


As occasionally reported in com- 
mercial channels, a change from a 
‘sellers’ to a buyers’ market is be- 
ginning to take shape in the sell- 
ing policy of surplus consumer 
goods by the War Assets Adminis- 
tration. 

During mid-January, WAA in 
Order 7 to Regulation 14 listed 10 
commodities which may now be 
purchased by public health and 
educational claimants at a 95 per 
cent discount. The list included 
only a few items of importance to 
hospitals, but does open the way 
for an expansion of this “nominal 
pricing” program. 

No change in buying procedure 
was ordered. Hospitals must still be 
certified as eligible claimants by the 
Public Interest Division of WAA, 
and the 40 per cent discount rate 
still continues as the basic program. 





WHY IT PAYS TO INSIST ON “LYSOL” 


I. “Lysol” is effective—phenol coefficient 5. Kills all kinds of microbes 
that are important in disinfection and antisepsis. 


2. “Lysol” is non-specific—effective against ALL types of disease—produc- 
ing vegetative bacteria. (Some other disinfectants are specific . . . effec- 
tive against some organisms, less effective or practically ineffective 
against others.) 

“Lysol” is economical—can be diluted 100 or 200 times and still remain 
a potent germicide. (In bulk, “Lysol” costs only $1.35 per gallon—when 
purchased in quantities of 50 gallons or more.) 


- “Lysol” is harmless to rubber gloves, sheeting. 


“Lysol” helps preserve keen cutting edges of instru- 
ments—when added to water in which they are boiled 
(0.5% solution). 


6. “Lysol” is efficient in presence of organic matter— 
i.e., blood, pus, dirt, mucus, ete. 

Yes, for dependability and economy “Lysol” is first! 

So buy “Lysol” brand disinfectant in BULK. 








WHOLESALE PRICE 
COMPARISONS 


SURGICAL SELLING COMPANY 
139 Forrest Avenue, N. E. 
Atlanta 1, Ga. 


HOW TO ORDER “LYSOL” IN BULK. “Lysol” in bulk for institu- 
tional purposes is available through the following hospital supply 
organizations: e 

AMERICAN HOSPITAL SUPPLY CORP.| JAMISON SEMPLE COMPANY 9 ea inquiries mention eam. 
. 7 N.Y. ipments, etc., to any of the fore- 

oe 419 Fourth aoe, ve York 16, N.Y going distributors or direct to 

on, . 
° — ee co. © Col LEHN & FINK PRODUCTS CORP. 
ECKHARDT PHYSICIANS & suRGEONS| !738 Wynkoop St., Denver 17, Colo. Hospital Deparment 

SUPPLY COMPANY AMERICAN HOSPITAL SUPPLY CORP.| 683 Fifth Ave., New York 22, N. Y. 
Littlefield Building, Austin, Tex. 767 Mission St., San Francisco 3, Cal.| Product of Lehn & Fink Products Corp. 








For the matter of history, 1946 
has made the customary exit. Be- 
hind, however, it left a pattern of 
spiraling prices which surpassed 
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urity Catgut aids war 
against wound infections 





Baron Joseph Lister (1827-1912), di 


Balanced quality contributes 
to good end-results 


Since Lister’s time, modern aseptic technic in surgery has 
minimized the incidence of wound infections. The extract at 
right discusses this problem—sources, constitutional factors of 
the patient, and preventive measures. 


U.S.P. specifications rigid 
The sterility of catgut sutures, under present-day conditions of 
manufacture, is absolutely dependable. All catgut sutures must 
meet rigid U.S.P. culturing specifications to determine whether 
any micro-organisms have survived the sterilizing process. 


Curity quality lies in balance 
In Curity Catgut, sterility is only one of a fine balance of essen- 
tial characteristics—including uniform, dependable absorption; 
high functional tensile strength; minimal irritation; gauge 
uniformity, and ideal strand surfacing and pliability. Specify 
Curity sutures for your next operation! 


Curity Suture Laboratories 


mad. <*#2.°°™ 


Division of The Kendall Company, Chicago 16 
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WOUND INFECTIONS 


Physical condition of patient is 
important predisposing factor 


“Impairment of the local blood supply by 
damage or ligation of large vessels, dis- 
placed fractures, pressure of hematomas, 
tourniquets, ill applied or fitting casts, or 
increased subfascial tension due to edema 
or hemorrhage favors the propagation of 
bacteria. Suture under tension or stran- 
gulation by ligature of tissues in the 
wound favors the development of infec- 
tion.... Dehydration, shock, malnutri- 
tion, exhaustion, uncontrolled diabetes 
and anemia may lower the patient's re- 
sistance sufficiently to permit bacterial 
invasion.”* 


*Altemeier, W. A.: Postoperative Infec- 
tions. Surg. Clin. N. A., pp. 1202-1228, 
(October), 1945. 








FREE to surgeons and hospitals on request 


Individually bound, complete bibli- 
ography and extracts (eleventh of a 
series on wound healing) covering 
the literature, 1935-1945, on Wound 
Infections. Previous subjects: Pro- 
tein; Diabetes; Geriatrics; Jaundice; 
Obesity; Anemia; Acidosis, Alkalosis 
and Water Imbalance; Infants and 
Children; Wound Disruptions; Early 
Ambulation, in relation to surgery. 
Oihers to follow. Write Dept. F7-2 
today for subject desired. 





ORDER THROUGH YOUR DEALER 





SUTURES | 











vmomemee n s metnn mn nr ee 





PURCHASING. 


——— — 








even the former record marks fol- 
lowing World War I. The only con- 
solation co those who would try to 
balance the hospital budget was 
that the process was not likely to 
be repeated in 1947. 


The peak in wholesale prices ap- 
parently had been reached for many 
commodities. For those still going 
up, many government statisticians 
thought the elusive peak could not 
be far off. 


During December (see accom- 
panying table) wholesale prices ol 
lumber made a sudden spurt. This 
was described as a delayed reaction 
to price decontrol. Oak flooring and 


southern pine led the way with 
wholesale price increases of 25 to 
as much as 80 per cent. The peak 





THE FINAL PATTERN FOR 1946 . _ — in late er. te 
, ae 52 rom the Bureau of Labor Statis- 
*Weekly Index Numbers of Wholesale Prices—1926—100 S25 tics it was reported that even at 
Dec.7 Dec. 14 Dec. 21 Dec. 28 Jan.6 Jan. 5 Jan.4 OT? present prices there would be a de- 
COMMODITY 146 146 146 16 1016-17388 Land for only two-thirds of the 
All Foods........... ; _ 161.7 161.3 159.5 159.17 71.8 108.0 156.4 +44.8 
Dairy Products... 103.6 185.7 181.6 181.6 82.0 1141 1748 4532 | Current lumber production. 
Fruits and Vegetables. 132.3 131.3 136.7 1334 59.3 124.8 128.7 + 31 The prices have soared to a point 
—. weesnnecgeenscecenseeeeneeatcnneecneeeey ae =. ip Te a =. = peg where substitutes can compete suc- 
RSereer WPOGUCIE 2... 2... on ‘ ; : ; ‘ ’ 8 444, : é eee 
Anthracite Coal. 113.6 1136 1139 1139 76.6 1033 113.9 4103 cessfully. Paint and paint material 
Bituminous Coal... Ree ane 142.4 143.0 143.8 144.4 101.0 129.3 144.5 411.7 prices were still responding to short- 
a seveesceedbonnneeneannnn —H 9 a roa ae 7 os a : ages but the increases were mod- 
eas sees canon  VIT3 179-4 180.2 181.1 75.2 124-2 181.1 445.8 Crate. ae, 
Drugs Pharmaceuticals .. 181.3 181.2 181.1 181.0 81.2) 112.3 181.4 = 461.5 The index of wholesale prices of 
All Building Materials... 145.2 151.1 151.9 154.6 9 92.9 (119.1 156.1 431.1 ods still hovered uncer- 
—. Ree es Wes Ok Se en ee Ts cauilll he theh 
Comm SES AS ON MS RS Wk 4 gy | ey Bt what ‘wer could be 
| ESR eee . 184.0 205.4 206.3 216.9 «696.7 155.6 219.6 «441.1 peak. Food wholesale prices were 
Paint and Paint Materials... 153.9 154.9 155.2 155.2 86.3 107.9 156.3 +444.9 going down, led by meats and more 
Plumbing and mannndie Materials. 105.6 105.6 105.6 105.6 78.1 93.6 105.6 +12.8 Sis “~v prod how 
Structural Steel. 120-1 120-1 120.1 1201 107,38 107.3 120.1 411.9 Tecently by dairy products. Just how 


far the decreases could and would 
go and what commodities would 
follow was a matter on which econ- 
omists could not agree. 


*The weekly index in calculated from one-day-a-week price. It is designed as an indication of week to 
week changes and should not be compared directly with the monthly index. 
Source: Bureau of Labor Statistics. 











HOSPITAL SHEETINGS 


OF UNSURPASSED 
QUALITY 


The words “Made by Hodg- 
man” do more than identify 
the manufacturer of HORCO 
Hospital Sheetings. They de- & 
note an enduring reputation 
for dependability which guar- 
antees the excellence of all 
Hodgman Products. In 
HORCO Sheetings, quality 
and skill have brought to a 
high degree superior features of protection against rough 
treatment for long periods . . . . comfort that allows free 
movement and action... . durability to resist the wear and 
tear of much handling and cleaning . . . . economy that 
results from longer and better service. 


Ketcuum, INCORPORATED 


Campaign Durection 


KOPPERS BUILDING. 
PITTSBURGH 10, PA. 
ATLANTIC 1709 


500 FIFTH AVENUE 
NEW YORK 18, N.Y. 


HORCO Sheetings are produced to meet the most rigid 
hospital requirements. Where qual- 

ity is a prime consideration, they 

are overwhelmingly preferred by 

many hospitals throughout the 

country. Ask your jobber. 


CHICKERING 4-6807 


SUCCESSFUL HOSPITAL CAMPAIGNS 


HODGMAN RUBBER CO. 


FRAMINGHAM, MASS. 
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(continued from page 22) 


the creation and publication of 
clearly stated personnel policies of 
the hospital so that management 
and labor know without a doubt 
the objectives of the organization. 
These policies should include a 
favorable wage scale that pays an 
equal amount of money for com- 
parable work produced in industry 
in the same community. This part 
of the program must also provide 
avenues for advancement and pro- 
motion on the basis of having done 
one job well, and also must formu- 
late the groundwork of training for 
all persons in the organization. 


All three of these parts of the 
personnel management function 
probably will be handled simul- 
taneously, as it is difficult to per- 
form one phase without involving 
the others. These parts of the pro- 
gram are basic and elementary 
functions necessary to bring about 
harmonious effort among all the 
workers regardless of the job each 
performs in the institution. The 
steps must be closely synchronized, 
and if properly handled they will 
make for better human relations 
and more satisfactory personnel, 
which in turn will increase the 
quality of service to the patients.— 
Harold C. Mickey, superintendent, 
Duke Hospital, Durham, N. C. 


TYPE OF WORKER AND 
TRAINING IMPORTANT 


THE ESTABLISHMENT of a modern 
program of personnel management 
in the average 100-bed hospital 
need differ little from such a pro- 
gram in institutions of larger size, 
other than in variation of scale of 
its operations. The 100-bed hospital 
functions for. the same basic pur- 
pose as the 500- or 1000-bed insti- 
tution—that of service to the sick— 
and the same fundamental duties 
must be performed to achieve this 
objective. 

The administrator confronted 
with formulation of a personnel 
management policy which must be 
undertaken in easy steps to remain 
within budgetary requirements, 
must determine the most essential 
points applicable in his own par- 
ticular institution. Basic steps to be 
considered, in sequence of im- 
portance, are: 
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1. Job classification and evalua- 
tion; 

2. Salaries and personnel prac- 
tices; 

3. ‘Training programs for em- 
ployees: (a) preparation for job and 
advancement, (b) public relations. 

No personnel management pro- 
gram can be successful without 
proper consideration of job classi- 
fication and evaluation, for upon 
this important step depends in large 
measure the type of worker which 
the hospital will secure, as well as 
employee satisfaction in the knowl- 
edge of a certain schedule of work 
assigned to him and in the realiza- 
tion that duties satisfactorily per- 
formed will win promotion within 
his department, or transfer to an- 
other position for which he may 
become qualified. 

Job classification is important to 
the administrator for it provides a 
definite basis upon which to de- 
termine the qualifications of pro- 
spective employees and to assure 
selection of the proper individual 
for the responsibilities of the vari- 
ous positions. Labor turnover is 
reduced when an employee, fully 
aware of his duties and satisfied 
with the prospect of recognition of 
tasks well performed, remains with 
the institution. A stable organiza- 
tion, with specified duties for every 
worker, prevents duplication of 
effort and assures maximum operat- 
ing efficiency for the institution. 

In the smaller hospital, jobs must 
be flexible enough to be adapted to 
the types of workers available for 
employment. A proper job classi- 
fication schedule provides guidance 
for the administrator or department 
head in determining the best com- 
binations of duties for workers of 
variable abilities. 

The establishment of a definite 
program of salary and personnel 
practices should be closely inte- 
grated with the job classification 
and evaluation program. 

Minimum and maximum salary 
or wage schedules should be estab- 
lished in relation to the duties out- 
lined in the job specifications, and 
a scale of increases provided, de- 
pendent upon satisfactory perform- 
ance of assigned tasks and length 
of service. 

Other policies to be defined un- 
der this important heading include 


vacation and holiday allowances, 
sick leave and pay while ill, health 
examinations, medical and hospital 
care, Blue Cross insurance, educa- 
tion and training opportunities, old 
age or pension provisions, payroll 
deductions and similar subjects. 

Care should be exercised that dis- 
crimination is avoided in the appli- 
cation of the personnel practices 
program by making benefits ap- 
plicable to all classes of employees 
and not only to possible majority 
groups, or those represented by 
some form of organization to plead 
their cause or present their demands. 

Any training program that is 
established should take into con- 
sideration not only the proper 
education of the employee to per- 
form his allotted duties satisfactori- 
ly but also the part which his par- 
ticular assignment may play in the 
public relations program of the 
institution. 

First step in the training of a 
new employee is for the admin- 
istrator or department head to take 
the time personally to acquaint the 
worker with the operation of the 
entire institution. Thus an interest 
and better insight for the trainee 
is created not only in the admin- 
istrator’s problems but in his own 
responsibility for full cooperation 
with fellow-employees and other 
departments so that all may serve 
the institution equally well. A gen- 
eral knowledge of the operation of 
the hospital will add much to the 
effectiveness of the program. 

The training schedule for the em- 
ployee should be planned to fit him 
for satisfactory performance of his 
own individual duties, and to pre- 
pare him for promotion by at least 
a working knowledge of the posi- 
tion next ahead of his own. Each 
worker’s efficiency increases in di- 
rect proportion to the effectiveness 
of the training program which, 
through the ingenuity of the ad- 
ministrator, should be designed to 
encourage the employee to want to 
remain in hospital work, and to 
study the duties of the position 
ahead of his own, for his future ad- 
vancement and financial progress. 
A well-designed period of training 
makes for greater satisfaction on the 
part of the employee and also in- 
creases the efficiency and reduces 
operating costs of the hospital. 

Too often the employee training 
program fails to heed the value ot 
public relations in the conduct of 
workers whose duties place them in 
direct contact with the patients, 
visitors and general public. 

A neat appearance, a cheerful 
manner in the performance of 
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duties, an understanding attitude to 
the sick person and the often anx- 
ious kin, tact and thoughtfulness in 
dealing with the patient and his 
visitors, all contribute greatly to 
an improved understanding on the 
part of the public of the prob- 
lems and operation of a hospital.— 
Francis J. Bath, business manager, 
Creighton Memorial St. Joseph’s 
Hospital, Omaha. 


EMPLOYEE HANDBOOK 
CAN BE THE START 


Ir Is ASsuMED that the budget 
precludes employment of a full time 
personnel director and that the 
launching of a program of per- 
sonnel management in a_ 100-bed 
hospital would be largely the re- 
sponsibility of the administrator 
and department heads. 

It is recognized that the admin- 
istrator and department heads al- 
ready are burdened with many 


diversified details. It is my experi- 
ence that this is especially true in 
100-bed hospitals. We must, there- 
fore, think in terms of the three 
tasks administrators and depart- 
ment heads can assume in addition 
to their present duties, and the steps 
which can come within the limited 
budget. 


To launch this program, it should 
be thoroughly explained to the de- 
partment heads. I would begin as 
follows: 


First, I would develop an em- 
ployee handbook in order to ac- 
quaint the new employee—and the 
old employees too—with the history 
and purposes of the hospital, the 
organization of the hospital, the 
policy of the hospital towards per- 
sonnel, the personnel policies 
(hours, wages, vacations, sick leave, 
grievances, suggestions), the rela- 
tionships and attitude expected of 
employees toward patients, and 











Rapid killing of bacteria 
is one of Iodine’s outstanding 
characteristics. 

Many investigators and prominent 
surgeons and scientists are quoted 
by Gershenfeld and Patterson in the 
American Journal of Pharmacy 
(January 1945). They point out 
that for four decades, Iodine has been 
prominently in the foreground as an 





REE 


IODINE EDUCATIONAL BUREAU, INC.” 7 
920 Broadway, New York 5,. 


92 





DEATH 


antiseptic of choice for use as a skin 
disinfectant, particularly for the treat- 
ment of minor injuries and in pre- 
operative surgical procedures. 

Furthermore, Iodine and its com- 
pounds serve the medical profession 
in many other ways. 

Its necessity in the prevention of 
goiter and its usefulness as an adjunct 
in the reabsorption of granulomatous 
lesions are important contributions 
in the fields of Prevention and 


Therapy. 

Moreover, the value of organic 
iodine compounds as radio-opaque 
substances makes Iodine exception- 
ally useful in certain diagnostic pro- 
cedures. 





OF SERVICE TO MEDICINE 


FOR PREVENTION ~- DIAGNOSIS + THERA 


other pertinent facts to build em- 
ployee morale and acquaint him 
with his job. In other words, super 
visors should make sure the em- 
ployee understands the hospital and 
his job in it. 

Second, I would expect depart 
ment heads to introduce the ney 
employee to his job. The depart- 
ment head should be sure the new 
employee meets the folks with 
whom he is to work and that the 
new employee is properly instructed 
and supervised in the duties he is 
to perform. In other words, the 
employer should make him feel at 
home and give him a feeling ol 
importance and security. 


Third, I would encourage the 
board of trustees to adopt a pension 
plan for employees as an expression 
of the concern of the hospital to- 
ward the future welfare of the em- 
ployee and in recognition of the 
right of hospital employees to old 
age protection. I would suggest life 
insurance as a part of the pension 
plan if the hospital could possibly 
finance the cost. In other words, 
this step should help to stabilize the 
employee group by encouraging 
them to think of hospital employ- 
ment as permanent and desirable. 


These three steps should improve 
employee relationships without un- 


. duly adding to the duties of the ad- 


ministrator and department heads. 
The only large expenditure is the 
pension plan, and I consider it to 
be the right of the employee to ex- 
pect it and the obligation of the 
hospital to furnish it.—Lee S. Lan- 
pher, administrator, Lutheran Hos- 
pital, Cleveland. 








PENICILLIN 


and 
STREPTOMYCIN 


Available in substantial quantities 


PROFESSIONAL SURGICAL 
SUPPLY CO., INC. 


74-19 ROOSEVELT AVE. 
JACKSON HEIGHTS, N. Y. 




















EDGAR MARTIN 


Member American Institute of Architects, 
American Society of Civil Engineers and 
American Hospital Association. 
Available for Consultation and Associate 
Services 


26 East Huron Street Chicago 
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‘Fersonal News 





LAURENCE G. Payson, vice-presi- 
dent of the Bankers ‘Trust Com- 
pany, has been 
named _ assistant 
director of the 
New York Hos- 
pital, New York 
City, effective 
February 16. As 
assistant director 
he will serve as 
assistant secre- 
tary, assistant 
treasurer and 
secretary of the Real Estate Com- 
mittee. Mr. Payson joined the Stock 
Clearing Corporation of the New 
York Stock Exchange in 1928, serv- 
ing as its president from 1933 to 
1938. He became affiliated with the 
Bankers Trust Company in 1938. 


Lr. Cot. James T. McGisony, 
(MC) USA, formerly chief and 
deputy chief of the Army’s hospi- 
tal division, has been assigned to 
the post of commanding officer of 
the New Tripler Haspital now un- 


der construction at Honolulu, T. H. 


Cot. Harry A. Bishop (MC) USA, 
who succeeded Colonel McGibony, 
has been chief of the division since 
August. 


Cuarves M. SMITH has been ap- 
pointed assistant director and JEN- 
NIE BAKER has been appointed di- 
rector of nursing of the East Orange 
(N. J.) General Hospital. The title 
of engineer has been dropped and 
FRED WERDER is now superintend- 
ent of buildings and grounds. 


June Musser, who has been with 
the Delta (Colo.) Memorial Hospi- 
tal for 21 years, serving as superin- 
tendent for the last 16, resigned on 
January 1. She was presented with a 
three-piece luggage set by members 
of the hospital board as a token of 
appreciation of her years of serv- 
ice. Mrs. JOHN GALLEMORE has suc- 
ceeded Miss Musser as superintend- 
ent. 


Lester S. Gorr has succeeded 
Mrs. Atma T. ScHIeK as superin- 
tendent of the Franklin (Pa.) Hos- 
pital. Mr. Gorr was connected with 
the Hamot Hospital, Erie, Pa., from 
1931 until 1945, when he left for 
military service. He was purchasing 
agent and supervisor of personnel. 


Mrs. FLorENCE L. SANBORN, su- 
perintendent of Bristol (Conn.) 
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Hospital for 10 years, retired on 
February 1. 

SipNEY J. BARNES has been named 
to succeed Mrs. Sanborn. Mr. Barnes 
began his hospital career as finan- 
cial secretary of the Orange (N. J.) 
Memorial Hospital. He was superin- 
tendent of the Pennsylvania Hospi- 
tal, Philadelphia, for eleven months 
after serving as assistant superin- 
tendent for four years. For four 
years he was superintendent of 
Vassar Brothers Hospital, Pough- 
keepsie, N. Y., and for nine years 
superintendent of the United Hos- 
pital, Port Chester, N. Y. He. be- 
came superintendent of the Holyoke 
(Mass.) Hospital in 1937, resigning 
that position last December. 


U. Puittirs became administra- 
tor of thé Victory Memorial Hos- 
pital, Waukegan, IIl., on January 1. 
Mr. Phillips, who was administrator 
of the Nashville (Tenn.) General 
Hospital for the past 16 months, has 
had 16 years of hospital adminis- 
trative experience. He was connect- 
ed with the administration staff of 
St. Luke’s Hospital, Chicago, and 
was superintendent of the Christian 
Welfare Hospital, East St. Louis, 
Ill., for many years. 


GLEN E. C1asen has been ap- 
pointed to the new position of con- 
troller of the 
University Hos- 
pitals, lowa City, 
effective January 
20. Mr. Clasen, 
who began his 
career in hos- 
pital administra- 
tion in the busi- 
ness office at the 
Children’s Hos- 
pital of the 
Columbia-Presbyterian Medical 
Center, spent 10 years in various 
administrative capacities at the Uni- 
versity Hospitals of Cleveland. When 
he entered the U. S. Navy in 1944, 
as a lieutenant in the Supply Corps, 
he was assistant director of adminis- 
tration. Released in 1946, Mr. Cla- 
sen served as a consultant in a study 
of the Cleveland Hospital Service 
Association, and then accepted a 
position as hospital consultant on 
the staff of James A. Hamilton and 
Associates. 





Dr. Harry C. SmiItH has succeed- 


ed Mrs. T. M. McINNERNEY as su- 
perintendent of Frisbie Memorial 
Hospital, Rochester, N. H. Mrs. 
McInnerney who retired after 16 
years of service, was honored by 
the hospital employees at a tea. Dr. 
Smith, who served in the Medical 
Administrative Corps of the U. S. 
Army, was hospital consultant to 
the prefectural government in 
Japan and supervised the building 
of four hospitals in Japan for the 
army of occupation. Prior to en- 
tering service, Dr. Smith was ad- 
ministrator of Memorial Hospital, 
Manchester, Conn. 


Joun F. WorMAN has assumed 
his duties as executive secretary of 
the Hospital As- 
sociation of 
Pennsylvania. 
He is an attor- 
ney-at-law. Dur- 
ing 1945 and 
1946 he served 
the Office of 
Price Adminis- 
tration in Wash- 
ington, D .C., as 
chief counsel of 
the War Goods Office and chief 
counsel for the iron and _ steel 
branch of that agency. 





Mary A. JAMIESON, R.N., super- 
intendent of Memorial Hospital, 
Piqua, Ohio, since 1943, has re- 
signed, effective February 11. Miss 
B. L. Frisk will succeed Miss Jamie- 
son. 

Miss Jamieson, an active life 
member of the American Hospital 
Association since 1911, plans to re- 
tire after 46 years of nursing and 
hospital service. 


Lois B. Corner, director of nurs- 
ing service and the school of nurs- 
ing, University of Iowa Hospitals, 
Iowa City, since 1927, has resigned 
to accept the position of superin- 
tendent of nurses at the Santa Fe 
Coast Lines Hospital, Los Angeles. 

Miss Corder, a graduate of the 
University of Iowa School of Nurs- 
ing, continued her service there, 
first as floor supervisor and then for 
two years as operating room super- 
visor. She was appointed assistant 
director of nursing at Murray Hos- 
pital, Butte, Mont., in 1921, and 
from there went to Los Angeles as 
head of nursing service at Santa Fe 
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Coast Lines Hospital. Miss Corder 
returned to the University of Iowa 
as assistant director of nursing in 
1922. 


Joe VANcE has succeeded D. O. 
McC uskey JR. as assistant super- 
intendent of South Highlands In- 
firmary, Birmingham, Ala. Mr. 
Vance recently served four years as 
hospital corps officer in the U. S. 
Navy. 

Dr. James L. Hatt has resigned 
as superintendent of Freedmen’s 





Hospital, Washington, D. C., to re- 
sume private practice in Chicago. 
Dr. Hall has been associated with 
Freedmen’s Hospital and Howard 
University since 1940. CHARLEs E. 
BUuRBRIDGE, assistant superintendent 
since 1942, has succeeded Dr. Hall 
as superintendent in charge of ad- 
ministration, and Dr. CuHar.es R. 
Drew, professor of surgery of the 
Howard University College of Med- 
icine and chief of staff at Freed- 
men’s, was appointed to the newly 
created position of medical director 
of the hospital. 
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Materials outstand- 
ing for quality. Gar- 
ments specifically 
designed for indi- 
vidual and hospital 


satisfaction. 


*Flexsleev—U. S. Patent No. 2305406 


il * Flexsleev:~ 


M. THE PATENTED FEATURE 
WHICH GIVES UNIFORM 
FREEDOM OF ACTION 







Marvin: Neteel eter j | q 
Gros ry, Neu York £ ot ae 


O.2 YEARS oF 


96 


UVNLFORMA 





LEADERSHIP 





DonaALp W. Corpes has assumed 
his new duties as assistant adminis 
trator of the 
Iowa Methodist 
Hospital, Des 
Moines. He en- 
tered the _ hos- 
pital administra- 
tion field in 
1942, working 
under Dr. Har- 
ley A. Haynes, 
director of Uni- 
versity Hospital, 
Ann Arbor, Mich., for two years. 
In 1944 he became executive assist- 
ant of St. Luke’s Hospital, New 
York City, which’ position he left 
in order to accept the Des Moines 
appointment. 


WittiAM O. BoHMAN has _re- 
signed as superintendent of the 
John ‘Sealy Hospital, Galveston, 
Texas, to become administrator of 
the Norwegian-American Hospital, 
Chicago, effective January 1. 


Dr. Harry L. CHant has been 
appointed associate professor in the 
Department of Public Health Ad- 
ministration, Johns Hopkins Uni- 
versity School of Hygiene and Pub- 
lic Health, Baltimore, and district 
health officer for the Eastern Health 
District of the Baltimore City 
Health Department. 


Sist—ER MAryY THERESE is the new 
administrator and superior of 
Mercy Hospital, Chicago. Sister 
Therese, who has been in hospital 
work since 1913, succeeded Sister 
Mary Timothea, who has retired 
because of illness. 


Howarp R. Dickey has_ been 
named as administrator of the San 
Jacinto Memorial Hospital at Goose 
Creek, Texas where a 100-bed in- 
firmary is now under construction. 


HERMAN J. GRIMMER JR. was re- 
cently decorated by the Govern- 
ment of Ecuador in recognition of 
his work the past four years as prin- 
cipal hospital administration spe- 
cialist for the Division of Health 
and Sanitation, Institute of Inter- 
American Affairs. The decoration 
was the national order, Al Merito, 
with the grade of “caballero.” 

Mr. Grimmer is administrator of 
the Guayaquil General Hospital; 
Consultant for the Junta de Benc- 
ficencia (Board of Public Welfare); 
Consultant for the Anti-Tubercu- 
losis League of Ecuador and Con- 
sultant to Sanidad and other health 
organizations throughout the Re- 
public. He is a member of the 
American Hospital Association, the 
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Inter-American Hospital Associa- 
tion, and the American College of 
Hospital Administrators. 


Dr. ANTHONY J. J. RouRKE, phy- 
sician superintendent of Stanford 
University Hospitals, San Fran- 
cisco, is the newly elected president 
of the San Francisco Conference. 
Other officers elected were ‘THOMAS 
P. LANGDON, superintendent of 
Hahnemann Hospital, vice presi- 
dent; and MARION HAMILTON, su- 
perintendent of Green’s Eye Hos- 
pital, treasurer. 


JosepH W. Hinscey, assistant di- 
rector of ‘Touro Infirmary, New Or- 
leans, was recently elected president 
of the New Orleans Hospital Coun- 
cil. Other officers elected were vice 
president—Dr. E. H. Carnes, med- 
ical officer, Marine Hospital; secre- 
tary-treasurer—ERNEST BLIss, super- 
intendent, Eye, Ear, Nose and 
Throat Hospital. 


ALBION KrirH Parris, public re- 
lations officer of the Associated Hos- 
pital Service of Baltimore, Inc., has 
been appointed executive secretary 
of the Maryland-District of Colum- 
bia Hospital Association. 


A. D. Kincaiw Jr., formerly ad- 
ministrator of City Memorial Hos- 
pital, Winston-Salem, N. C., and 
R. J. SruLt, who was consultant in 
hospital administration in the Cali- 
fornia state hospital survey, have 
joined the consulting staff of James 
A. Hamilton & Associates. 


Wicsur C. McLin, formerly asso- 
ciated with the University of Iowa 
Hospital and the Jewish Hospital, 
Cincinnati, has been named assist- 
ant superintendent and will be in 
charge of business management at 
Methodist Hospital, Indianapolis. 


Francis H. Wacker has_ suc- 
ceeded DonALD Murpuy as manag- 
ing director of the Decatur (III.) 
Blue Cross Plan. 


Dr. Joun H. Law, director and 
treasurer of the Grace Hospital, De- 
troit, died on January g. Dr. Law, 
a graduate of the University of 
Michigan, served his internship and 
medical residency in the Grace Hos- 
pital. In 1935 he went to Eloise, 
Mich., where he was assistant phy- 
sician. In October 1937 he returned 
to the Grace Hospital as assistant 
director, and in 1944 he was named 
director. 
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Dr. Law was a member of the 
Wayne County Medical Society, 
Michigan State Medical Society, 
American Medical Association, 
Michigan Hospital Association, 
American College of Hospital Ad- 
ministrators, and American Hospi- 
tal Association. During the war he 
was Deputy Chief of the Office of 
Civilian Defense for Detroit. 


WEEDEN UNDERWOOD, author of 
“Underwood’s Textbook of Steriliz- 
ation,” the English and Spanish 
translation used as a guide by hos- 





pital, laboratory and teaching a 
sonnel throughout the world, died 
December 13. He was a recognized 
authority on the subject of steriliza- 
tion, and his advice was sought 


by leading hospital authorities, 
bacteriologists, and manufacturing 
groups having special problems in- 
volving sterilization of products for 
the market. 

A problem to which Mr. Under- 
wood had devoted a great deal of 
thought and study over:the last two 
years was sterilization of baby for- 
mulas. 
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And Now to Work 

With the usual preliminary organization rapidly 
winding up, the 80th Congress now is rolling up its 
sleeves and getting down to business. 

In the Senate most health bills will be referred to the 
Committee on Labor and Public Welfare of which Sen. 
Robert Taft is chairman. He probably will name a sub- 
committee to study health proposal details. In the 
House similar bills are being referred to the Committee 
on Interstate and Foreign Commerce headed by Charles 
A. Wolverton of New Jersey. This committee in the 
past has had a subcommittee on public health and 
probably will have one again. 


Change of Pace 


The Truman proposals on social welfare sounded a 
great deal like those advocated by President Roosevelt. 
Yet there were indications that his program has been 
moderated because of the Republican control of Con- 
gress. On the other hand, the Republicans are switch- 
ing from a program of opposition to one which in- 
cludes a more progressive approach toward health and 
welfare legislation. 

The health and welfare measures introduced to date 
have not been as significant as those that were still in 
the drafting stage—the Republican and Democratic 
versions of a national health bill. In neither camp has 
there been any rush to push this legislation. 


Wagner-Murray 


The new version of the Wagner-Murray-Dingell Bill, 
according to those at work on it, is still in the discus- 
sion stage. They say that it will be a complete revision 
but will undoubtedly contain a platform on compul- 
sory health insurance with hospitalization included. 
Its sponsorship has not been determined, but Senators 
Murray and Pepper are actively leading in preparing 
the bill. 


Taft Bill 


Last year Senator Taft introduced a “National 
Health Act of 1946” in which he proposed a new health 
agency to include the Public Health Service, Food and 
Drug Administration, Office of Vocational Rehabilita- 
tion, the Office of Maternal and Child Health and 
similar units. ; 

He proposed that this agency supervise a program of 
federal grants-in-aid to states in which medical, hos- 
pital and dental care might be provided to those most 
in need and financially unable to pay for it. That bill 
was rather hastily assembled to counteract the Wagner- 
Murray-Dingell Bill. 

Senator Taft and other Republicans including Sen- 
ators Ball and Smith are now rewriting that proposal. 
They are consulting with various professional groups 
and associations. 
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Hill-Burton 


Then there is the matter of past legislation that must 
be brought up to date. The Hill-Burton Act author- 
ized appropriations of $75,000,000 for the year ending 
June 30, 1947, and each of the four succeeding years 
for hospital construction. 


An appropriation was made at the last minute by the 
79th Congress for survey funds, but no provision was 
made for construction. The reason was that no build- 
ing project would be advanced to a stage where the 
initial installment could be requested by June go. In 
the coming fiscal year there will be applications for 
funds, and money must be provided by Congress. 

It was thought that the appropriation for the coming 
fiscal year might be $100,000,000, with perhaps larger 
amounts in later years. The President’s budget, how- 
ever, includes only $50,000,000 for the year ending 
June 30, 1948, and state activity so far does not indicate 
that a larger amount will be required. If more is 
needed later, it then might be provided through a de- 
ficiency appropriation. 

The law is so written that the five annual appropria- 
tions may vary, and, while the total amount of $375,- 
000,000 is authorized to be appropriated over the 
course of five years, there are actually six years in which 
to spend it. 

The $50,000,000 that appears in the President’s 
budget is, of course, subject to the will of Congress. 
(See “Survey-Planning” for other developments.) 


Social Security 


The House Ways and Means Committee last year 
postponed amending the Social Security Act to extend 
Old Age and Survivors Insurance to employees of non- 
profit institutions, including hospitals. Certain Repub- 
lican committee members expressed themselves in sym- 
pathy with this amendment but claimed to have been 
out-voted by the Democratic majority which preferred 
a comprehensive revision of the social security law in- 
stead of making piecemeal amendments. 

Letters from hospital administrators to members of 
the committee and to individual Congressmen brought 
considerable attention to this problem. 

This year for the first time Congress is preparing a 
legislative budget in which it will attempt to estimate 
anticipated revenues and limit appropriations. 


Until the middle of February the House Ways and 
Means Committee was expected to be deeply involved 
with other committees which have joint concern with 
this financial problem. Thereafter, it is hoped that the 
Ways and Means Committee might give some thought 
to the social security amendment which has been offi- 
cially favored by the House of Delegates of the Amer- 
ican Hospital Association. Copies of any letters should 
be sent to the Washington Service Bureau for its files. 
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Old Measures for the New Congress 


Congressmen lost little time get- 
ting on the record with a barrage of 
bills as the 80th Congress went to 
work on January 3. The House of 
Representatives finished the first 
day only after 157 bills had been 
introduced. By the January 20 re- 
cess 1,176 bills had been referred to 
committees. The Senate delayed 
two days, but on January 6 the first 
78 bills were introduced. It had 304 
bills to consider by January 20. 

If the first two weeks were an in- 
dication of anything, they suggested 
that Congress would have to handle 
the labor and tax questions first. 
Second, the health and welfare pro- 
posals were like pages out of the 
Congressional Record of the 79th 
Congress. It was anticipated that 
committee organization would be 
completed by the end of January, 
at which time hearings would be 
held on most measures. 


Senator Taft, chairman of the 
Labor and Public Welfare Commit- 
tee in the Senate promised that 
all bills relating to labor disputes 
would be up for an early hearing 
beginning January 23. Some of the 
proposals—mostly restraint-of-labor 
measures—might be significant to 
hospitals for by implication or defi- 
nition they were included in that 
general group “essential to the life 
and health of the nation.” Until 
the hearings were under way there 
would be no set pattern for labor 
legislation. 


Cabinet Addition 


Three proposals were submitted 
to establish a department of health, 
education and security in the execu- 
tive department of the government. 
They were S. 140, H.R. 573 and 
H.R. 605. While the bills differed 
in detail, S. 140, introduced by 
Senators Fulbright and Taft as a 
bi-partisan measure, was a model 
that might be accepted. 

In addition to the secretary, the 
department would have three un- 
dersecretaries with the undersecre- 
tary of health a doctor of medicine. 
Activities of the department would 
be carried out to the fullest extent 
through state and local agencies, 
both public and voluntary. The 
department would have the advice 
of a committee whose membership 
would include representatives of 
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voluntary organizations operating 
in the respective fields. The U. S. 
Public Health Service, the Food 
and Drug Administration and the 
Federal Board of Hospitalization 
would be drawn into the depart- 
ment under the undersecretary of 
health. 


Social Security 


While several bills had been in- 
troduced to increase the benefits 
and coverage of the present social 
security laws, hospitals had not yet 
been named specifically as partici- 
pants. In any event, final action is 
improbable until a study of the 
security program, authorized by the 
last Congress, has been completed 
by the Senate. In the House tax 
measures will be considered by the 
Ways and Means Committee first. 
Discussions on social security may 
come in March. 


Proposed Study 


A full study and investigation of 
existing and proposed federal grants 
to states and local governments for 
welfare, education and health pro- 
grams was proposed in Senate Re- 
solution 61. It would authorize a 
subcommittee of the Committee on 
Labor and Public Welfare to make 
the study. 


Dental Research 


S. 176, introduced by Senator 
Murray as a bi-partisan bill for 
himself and Senators Pepper, Taft, 
Aiken and Morse, would establish 
a National Institute of Dental Re- 
search in the National Institute of 
Health of the Public Health Service. 

Studies on dental diseases and 
conditions would be carried on by 
the institute and other agencies, 
public and private, operating with 





5. 1 


For the matter of history, S. 191 
of the 80th Congress was introduced 
in the Senate January 13. The sig- 
nificance of the number to the hos- 
pital field was lost in the annals of 
the 79th Congress when the new 
S. 191 was introduced by Sen. Henry 
C. Dworshak (R), Idaho, “for the 
relief of Julian Uriarte.” 














grants-in-aid. The bill would au 
thorize the appropriation of $2,- 
000,000 for the erection and equip 
ment of a laboratory and $730,000 
annually for carrying out the pro 
gram. H.R. 574 was identical. 

S. 178, authored by Senators Pep- 
per, Murray and Aiken, would 
amend the Public Health Service 
Act to provide aid by variable 
grants-in-aid to states for dental re- 
search, prevention, treatment and 
control of dental diseases. 


General Medical Research 


Another scientific resource mobil- 
ization plan was submitted in H.R. 
977. Cancer, poliomyelitis, rheu- 
matic fever and many other diseases 
would be studies under a $10,- 
000,000 annual program. Activity 
would be directed by a governing 
board whose membership would in- 
clude the surgeon general of the 
Public Health Service and repre- 
sentatives of the American Medical 
Association, the American Cancer 
Society and the American Heart 
Association. 


| Cancer 


Proposals for cancer research 
were submitted in four bills: H.R. 
100, H.R. 292, H.R. 780 and S. 93. 
Senator Pepper’s S. 93 would “mo- 
bilize the world’s outstanding ex- 
perts, coordinate and utilize their 
services in a supreme endeavor to 
discover means of curing and pre- 
venting cancer.” The 79th Congress 
rejected a similar bill on the 
grounds that its terms were too 
general. 


Miscellaneous 


Another bill introduced in the 
Senate was S. 131, a bill to provide 
for improved nutrition by distribu- 
tion of food supplies through a 
national food-allotment program. 

Among House bills were: 

H.R. 196—To authorize the Sec- 

retary of the Interior to build a 
hospital for the insane of Alaska 
for not more than $2,500,000. 
' HLR. 254—To authorize $200,000 
a year for assistance in developing 
special services and facilities for 
handicapped persons. 

H.R. 496—To establish a pro- 
gram for rehabilitation of alcoholics 
in the District of Columbia. 
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Nowhere is the comfort of sleep equipment more important than in hospitals. And no 
one understands this better than Simmons! That’s why we designed a famous Beautyrest 
mattress especially for hospital service. 

Beautyrest has long been known as the “world’s most comfortable mattress.”” And the 
title is richly deserved. For Beautyrest embodies such modern refinements as ‘‘Floating 
Action” . . . Sag-Proof edge . . . Ventilators that “‘breathe’’ . . . and many more. 


DISPLAY ROOMS 
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SUMMONS TLL Chicago 54, Merchandise Mart 
HOSPITAL DIVISION San Francisco 11, 295 Bay Street 


New York 16, One Park Avenue 
Atlanta 1, 353 Jones Ave., N. W.. 
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Advanced Institute on Accounting 


The first institute to be conduct- 
ed jointly by the American Hospital 
Association and the United Hospi- 
tal Fund of New York will be held 
March 24-28 at New York City. The 
program will stress use of analytical 
and interpretative procedures as 
well as the mechanics of executive 
accounting. 

Some of the topics to be discussed 
are budgeting methods and proce- 
dures, principles of internal con- 
trol, legal highlights for the hospi- 
tal accountant and determination 
of hospital rates. Two round tables 
are scheduled on the program. 

Among members of the 15-man 
faculty on the Institute for Account- 
ing Executives are: Edwin L. Cros- 
by, M.D., director of Johns Hopkins 
Hospital, Baltimore; Emanuel Hayt, 
New York City; Charles G. Ros- 
well, C.P.A., consultant on hospital 
accounting for the United Hospital 
Fund; John B. Pastore, M.D., execu- 
tive director of the Hospital Coun- 
cil of Greater New York; Alexander 
M. MacNicol, C.P.A.; C. Rufus 
Rorem, Ph.D., C.P.A., executive 
secretary of the Hospital Council 
of Philadelphia, and William H. 
Markey Jr., C.P.A., accounting spe- 
cialist for the Association. Mr. Ros- 
well is institute director. 

To be eligible for the institute, 
applicants must have accounting 
experience in a hospital of 100 or 
more beds. In addition applicants 
must be personal members of the 
American Hospital Association or 
be on the staff of a hospital which 
belongs to the Association or the 
United Hospital Fund. Certificates 
will be awarded to persons who 
successfully complete the institute 
course. 

Registration fee for the institute 
is $25, not including room or meals. 
Application blanks with registra- 
tion fee or requests for further in- 
formation should be addressed to 
Mr. Markey at the American Hos- 
pital Association, 18 E. Division 
Street, Chicago 10. 


Library Courses 


Thirteen inservice extension 
courses for medical record librar- 
ians have been scheduled between 
February and June. The courses, 
which are financed by a National 
Foundation for Infantile Paralysis 
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grant to the American Association 
of Medical Record Librarians, are 
designed to provide supplementary 
education for medical record library 
personnel. 

Dates, cities and places of meet- 
ing for the courses are: 


February 17-21, Kansas City, Hotel Bel- 
lerive; February 24-28, Los Angeles, Los 
Angeles County General Hospital; March 
3-7, San Francisco, Department of Public 
Health; March 10-14, Portland, Ore., Mult- 


nomah Hotel; March 17-21, Seattle, Olym- . 


pic Hotel; March 24-28, Omaha, St. Jo- 
seph’s Creighton Memorial Hospital; April 
14-18, Birmingham, Medical College of 
Alabama. 

April 21-25, Nashville, Tenn.; April 28- 
May 2, Indianapolis, Methodist Hospital; 
May 12-16, Detroit, Wardell Sheraton Ho- 
tel; May 19-23, Cleveland; May 26-30, Min- 
neapolis, Nicollet Hotel; June g-13, Boston. 


First Conference 


A long step toward refining the 
education of hospital administra- 
tors was taken January g and 10. 
On -those dates some go persons 
gathered at Columbia University’s 
School of Public Health for the 
first regional conference on intern- 
ship in hospital administration. 


Joining in the discussions were 
representatives of six umiversity 
courses in hospital administration, 
intern-graduates of those courses 
and administrators who are or will 
become preceptors to interns. 

Although the six courses differ 
in some respects, all require one 
year of internshjp. Although intern- 
ship specifications have followed a 
common pattern, no previous ef- 





MR. ROSWELL, institute director 


fort had been made to establish 
goals and standards. The purpose 
of this conference was to create a 
pool of information leading to the 
establishment of such goals and 
standards. 

Some of the many issues discussed 
were: 

—What kinds of work experience 
should the intern be given, and how 
should his time be divided? 

—Is one year of apprenticeship 
training enough, or should a second 
year of something resembling resi- 
dency be made available? 

—Should and can specific dates 
be set during which students may 
complete arrangements for their 
internships? 

Representing the six university 
courses were: Dr. A. C. Bachmeyer 
and Ray Brown, University of 
Chicago; Dr. Malcolm T. Mac- 
Eachern, Northwestern University; 
Dr. Claude W. Munger and Dr. 
John Gorrell, Columbia University; 
Dr. Frank R. Bradley and Graham 
Stephens, Washington University, 
St. Louis; James A. Hamilton and 
James W. Stephan, University of 
Minnesota; Dr. Ira Hiscock and Dr. 
A. L. Snoke, Yale University. 

The conference was arranged by 
Charles E. Prall, director of the 
Joint Commission on Education. 
It is planned that similar discus- 
sions will be conducted in other 
regions. Meantime a full report of 
the first meeting will be distributed 
from the commission office, 22 E. 
Division Street, Chicago 10. 


A.C.H.A. Meeting 


Current hospital administration 
problems relating to patient protec- 
tion, nursing service and employee 
relationships will be discussed at an 
educational conference to be con- 
ducted by the American College of 
Hospital Administrators. The con- 
ference will be held February 17-21 
at the Stevens Hotel, Chicago. 

A workshop-institute technique 
will be used during the program 
which will include .speakers, con- 
ferences on specific problems in 
which persons attending will par- 
ticipate, inquiry and _ discussion 
sessions. 

Experienced lecturers and con- 
sultants in the hospital field will 
appear on the program. The Joint 
Commission on Education will co- 
operate. 
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Tonsillectomy ..... first in the series: ‘‘FACIAL EXPRESSIONS OF SICKNESS”’ 


In the first stage of therapy, prophylaxis, the establishment of a moderate blood level of penicillin has been shown 
to be effective in reducing postoperative infections. This is particularly true in tonsillectomies. Here, a tablet of 
buffered penicillin every two hours, day and night, for 24 hours before the operation is a simple, yet effective means 
of avoiding secondary inflammation due to penicillin-sensitive organisms. For such prophylaxis, tablets of calcium 


penicillin, 50,000 units each, are available in bottles of 12. 


f) 

PENICILLIN TABLETS ORAL by fa 
LABORATORIES INCORPORATED 
SYRACUSE 1, NEW YORK 
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About the Model Legislation 


Forty-four state legislatures will 
meet this year and most will con- 
sider legislation in connection with 
the hospital survey and construc- 
tion program. 

This legislation includes the En- 
abling Act which will set up an ad- 
ministrative agency to administer 
the program in the state. It will also 
include a Hospital Licensing Law 
although the law requires only that 
hospitals receiving federal aid be 
subject to legislation establishing 
minimum standards of maintenance 
and operation. 

Such states as California, Colo- 
rado, Georgia, Indiana, Maine, 
Maryland, Massachusetts, Minne- 
sota, North Dakota, Oklahoma and 
South Dakota have recently enacted 
hospital license laws with which 
their respective state hospital asso- 
ciations are quite pleased. 

Separate Councils: Both these state 
acts provide for advisory councils. 
The Council: on Government Rela- 
tions of the American Hospital As- 
sociation has concluded that for at 
least the first few years, such coun- 
cils should be separate for these 
reasons: 

The council for the construction 
program, having responsibility 
among other things for distribution 
of facilities, will need representa- 
tives of the general public as well 
as persons familiar with the prac- 
tical aspects of hospital operation. 
On the other hand, the licensing 
council will handle matters much 
more technical in nature, including 
internal problems of administra- 
tion; it should therefore be strongly 
representative of persons actively 
engaged in hospital work. Hospital 
representatives should make an im- 
portant contribution in both coun- 
cils. 

Authority: The authority of such 
advisory councils has been warmly 
debated. The issue arose when the 
federal act was under study by Con- 
gress. Proponents of federal com- 
pulsory health legislation insisted 
that ordinary citizens, not devoting 
their full time to governmental 
matters, should not be allowed to 
influence an administrative agency. 

Believing strongly in the prin- 
ciple of citizen participation in gov- 
ernment, and believing that tech- 
nical experience is needed in these 
programs, the American Hospital 
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Association urged that such coun- 
cils have definite authority with re- 
gard to broad administrative pol- 
icies. Congress gave the Federal 
Hospital Council joint authority 
with the Surgeon General and the 
Federal Security Administrator in 
establishing the regulations and pol- 
icies of the nationwide program. 

An interpretation by the Federal 
Security Administration, however, 
denies to states the right to extend 
this principle of strong authority to 
state advisory councils in the survey 
and construction program. Hospt- 
TALS for January reported the cor- 
respondence between John N. Hat- 
field, chairman of the Council on 
Government Relations, and Watson 
B. Miller, Federal Security Admin- 
istrator, on this ruling. Copies of 
Mr. Miller’s interpretation are 
available at the Washington Service 
Bureau to those who wish to exam- 
ine this question further. 

Up to State: This administrative 
restriction does not apply to the 
licensing act. Although the model 
law of the American Hospital Asso- 
ciation does not include this strong 
pattern of authority, states are free 
to give the licensing council such 
powers as may seem to them to be 
desirable. The federal law merely 
requires that state legislation estab- 
lishing minimum standards must 
be applicable to institutions which 
receive federal aid. 


Services Office 

The U. S. Public Health Service 
is now in the process of setting up a 
new office under the Division of 
Hospital Facilities to assist states in 





DR. McGIBONY, temporary chief 


meeting the aims of the Hill-Burton 
Act. The new unit will be known 
as the Office of Hospital Services 
and until a permanent head is 
named, Dr. J. R. McGibony, senior 
surgeon, assistant chief of the di- 
vision, will serve as temporary chief. 

The office is being organized to 
assist hospitals, hospital consultants 
and architects in providing the 
most effective consultative service. 
Representatives of the office will be 
stationed in each of the Public 
Health Service’s district offices to 
speed action on requests. 

All phases of hospital services will 
be covered and available informa- 
tion will be assembled in a form 
that will be of greatest use. Manuals 
will be prepared to describe recom- 
mended procedures which may be 
used as guides for organization and 
outlines of desired functions of vari- 
ous hospital services. The office also 
will give some consultative service 
on the equipment standards which 
are required by the law. 


A New Bulletin 


Bulletin No. 72, giving the back- 
ground and purposes of a State Hos- 
pital Survey and Construction Act 
and a Hospital Licensing Act, was 
distributed to Association members 
by the Washington Service Bureau 
during January. 

The bulletin describes the cir- 
cumstances which made this legis- 
lation necessary and the incidents 
leading to the preparation of final 
drafts. It has been prepared “for the 
benefit of those who wish to be gen- 
erally informed on this subject 
without the necessity of close ex- 
amination of the proposed state 
legislation.” 

The bulletin also states that 
copies of the acts, with detailed 
comments and analyses, will be sent 
on request. Inquiries should be di- 
rected to the Washington Service 
Bureau, 1834 K Street N.W., Wash- 
ington 6, D. C. 


Meetings 


State survey directors and leaders 
in hospital programs are being 
called together by the U. S. Public 
Health Service for three-day ori- 
entation courses being held in the 
district offices of the Public Health 
Service. The first of the meetings 
began January 20 in the Richmond, 
New Orleans and Denver offices. 
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Air shipment to St. Vincent’s 
Hospital, New York City, and 
South Nassau Community Hos- 
pital, Long Island, on Octo- 
ber 14th, 










BARD-PARKER 
FORMALDEHYDE GERMICIDE 


in its improved form destroys the most highly resist- 
ant pathogenic spores within 3 hours without the damag- 
ing effects on keen surgical edges and delicate steel 
instruments associated with other technics. 

In wide demand by the many leading hospitals from 
coast to coast that recognize its dual economic values, 
prompt delivery has become an important phase of our 
service. Should normal transportation facilities be dis- 
rupted and dealer stocks be temporarily inadequate to 
replenish a hospital’s depleted supply, every available 
means is employed to assure uninterrupted protection of 
the hospital’s instrument investment. 
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Proper cleansing of instruments before immersion 
will shorten the disinfecting period. 


Ask your dealer 


PARKER, WHITE & HEYL, INC. 


DANBURY, CONNECTICUT 
Available in 50 gallon drums, gal- 
lon and quart containers. 







BARD-PA PRODUCT 
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-- PREPAID HEALTH CARE :- - 





Structural Changes In Blue Cross 


Several changes aimed at strength- 
ening Blue Cross plans nationally 
and locally were voted at a special 
conference of the plans in Chicago 
January 13 and 14. Fifty-four of the 
85 active institutional members, 
Type IV, American Hospital Asso- 
ciation, were represented. 

This conference grew out of ac- 
tion taken at the annual meeting in 
Philadelphia last October. ‘The pro- 
posed changes still require ap- 
proval, some of them by the boards 
of individual plans, some by the 
American Hospital Association. 

Structure: Twelve plan districts, 
11 in the United States and one in 
Canada, were proposed. Each dis- 
trict will elect one member of the 
Blue Cross Commission on a basis 
of one vote per plan. These and 
three members appointed by the 
president of the Association will 
constitute the commission. The 
present commission is a nine-man 
body. 

A proposal that commission head- 
quarters be removed to New York 
City was rejected. 

Assignments: The commission was 
requested to make a study of the 
permanent organization and struc- 
ture of national activities and re- 
port back with recommendations. 

General: Frank E. Smith, director 
of Associated Medical Care Plans, 
Inc., reported that his organization 
now included 18 medical care plans 
and announced that Dr. L. H. 
Schriver, president, had appointed 
a Blue Cross Relations Committee 
with a view to closer cooperation 
between the two groups. 


A.M.A. Statistics 


Only two states do not have a 
voluntary health insurance program 
operating or in the process of for- 
mation now, according to a January 
16 report by the American Medical 
Association. Thirteen states and the 
District of Columbia currently are 
making plans for such programs. 

It is expected that enrollment 
will reach 5,000,000 early this year, 
the report said. At the present time 
4,000,000 persons are enrolled in 
more than 80 medical society spon- 
sored plans in 33 states. Increases 
in enrollment amounted to 114 per 
cent during 1945 and to approxi- 
mately 40 per cent in 1946. 

The A.M.A. created a _prepay- 
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ment division of the Council on 
Medical Service a short time ago. 
According to Thomas A. Hendricks, 
council secretary, the council is pre- 
pared now to encourage develop- 
ment of new plans, keep the profes- 
sion informed. as to developments 
and help increase enrollment of 
plans already established. 

The prepayment division will 
keep in contact with medical so- 
ciety sponsored plans and private 
insurance groups, and will encour- 
age rural enrollment and keep in 
contact with the newly created con- 
sumer-cooperative movement. 


Enrollment Ages 


The basic adult age limits in ef- 
fect by Blue Cross plans for both 
group and non-group enrollment 
and the effect of age on the rights 
of Blue Cross members to continue 
their membership were discussed in 
a recent Blue Cross Commission 
report. 

No basic age limits for group en- 
rollment were reported by 55 plans 
as of December 1. Some of these 
plans, however, applied an age re- 
striction to special types of mem- 
bership such as sponsored depend- 
ents and community enrollment. 

The remaining 32 plans reported 
an age limit for original group en- 
rollment varying between 65 and 
70 years. Some of the plans waive 
age limits for enrollment under 
certain conditions, such as meet- 
ing high percentage of enrollment 
of employer participation in pay- 
ment for membership. Limits for 
group enrollment are applied pre- 
dominately by plans in the eastern 
and southern states, according to 
the commission report. 

Of the 32 plans setting age limits 
for original group enrollment, two 
have an age limit of 70 years, two 
have set 66 years and 28 have fixed 





65 years as the maximum age at 
which membership is accepted. 

Among plans accepting non- 
group enrollment, seven set no age 
limit and 37 reported age limits 
ranging from 55 to 70 years. Of 
these 37 plans, 25 set their maxi- 
mum age requirement at 65. 

Participants of 83 plans may con- 
tinue membership if they join be- 
fore reaching the maximum age 
specified by the individual plan. 
Four plans, however, apply an age 
limit of 65 in determining eligibil- 
ity of members to continue their 
protection. 


The New York Plan 

New York City’s new group 
Health Insurance Plan was assured 
of adequate working capital for the 
quick expansion of facilities when 
the Rockefeller Foundation ad- 
vanced a non-interest bearing loan 
of $250,000 to get the plan rolling. 
To Dr. Willard C. Rappleye, chair- 
man of the board of directors of 
H.I.P., this meant that “it will be 
possible to accelerate the entire pro- 
gram, increase the number of med- 
ical groups and cover additional 
subscribers more quickly.” The 
bulk of the revenue from subscrib- 
ers will be allocated for medical 
services. 

By January 13 when the city en- 
rollment was begun, 26 medical 
groups were organized and others 
were to be announced soon. With 
existing facilities and personnel, 
H.I.P. anticipated that it could pro- 
vide 300,000 members with com- 
plete medical care. About 30 per 
cent of these would be employees 


‘of the city government and their 


families. The plan, a nonprofit or- 
ganization, provides medical care 
for employed New Yorkers earning 
up to $5,000 a year. 


Arkansas Vote 

The Arkansas Hospital Associa- 
tion and the Arkansas State Med- 
ical Society have joined in laying 
out a program of hospital and med- 
ical insurance plans for the entire 
state. Action was taken at a meet- 
ing of the hospital association De- 
cember 20. Thereafter a joint com- 
mittee drew up a contract which 
was to have been offered for bids 
by commercial insurance com- 
panies. Any company doing busi- 
ness in Arkansas is eligible, but 
only one will receive endorsement 
by the joint committee. 
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Illustrating the lifter to 
elevate patient for use 
of bed pan. Metal tri- 
angles in the ends of the 
canvas support not only 
prevent the cloth from 
wrinkling but also aid 
in placing the support 
under patient’s hips. 





AIMMER PORTO-LIET 


a new hydraulically operated invalid lifter 











The patient is gent- 
ly lowered to a 
chair by means of 
the control valve. 
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sent upon request. Write to— 





VATE, 


MANUFACTURING CO., WARSAW, IND. 





FEBRUARY 1947, VOL. 21 














-- INTERNATIONAL: - 





British Hospitals in Transition 


With only a few exceptions, the 
hospitals in England and Wales— 
lock, stock and endowment fund— 
will be transferred to the Crown by 
April 1948. The exceptions will be 
a few small or relatively specialized 
institutions not required by the gov- 
ernment for providing hospital and 
specialist services under the Na- 
tional Health Act of 1946. 


The step is not a long one. The 
war and the Civil Defense Act of 
1939 set the stage. By the end of 
the war about 80 per cent of Brit- 
ain’s 3,000 municipal and voluntary 
hospitals were included in the uni- 
fied hospital service plan and were 
operating under regional organiza- 
tion similar in many respects to that 
which will regulate hospital service 
under the National Health Act. 


Although Britain’s comprehen- 
sive health plan has been five years 
in the making, successful operation 
is not assured until the objections 
of the medical groups are overcome 
and administration is organized to 
assure their participation. 

The results of a vote conducted 
by the British Medical Association 
have been reported as 18,972 doc- 
tors for and 23,110 against negotiat- 
ing with the government on any 
phase of the National Health Serv- 
ice Act. Because of the majority 
vote, the association is unable to 
enter into any discussion with the 
government about regulations that 
will be made under terms of the 
act. Because of the importance of 
the issue, the medical association 





PUBLIC health authorities at Islington created a mobile diphtheria 
immunization station, converting a single decker bus into a clinic. 
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sent ballots to both members and 
non-members of the society. 


In November 1942 Sir William 
Beveridge’s “cradle to grave” report 
was submitted to Parliament. The 
coalition government in February 
1944 outlined its proposals in a 
White Paper. Out of these proposals 
the Labor Government in March 
1946 submitted the bill which be- 
came law last November. 


Services: The National Health 
Act provides four main services: 


1. General and hospital treat- 
ment, both inpatient and _ out- 
patient, and specialist opinion and 
services, to be available at health 
centers or the patient’s home. 


2. General personal health care 
by doctors and dentists whom the 
patient chooses, both from new pub- 
licly-equipped health centers and 
from the practitioner’s own  sur- 
geries. 

3. Supplementary services, includ- 
ing midwifery, maternity and child 
welfare, home nursing, domestic 
help where needed on_ health 
grounds, vaccination and immuniz- 
ation, ambulance service, blood 
transfusions and laboratory services. 


4. The provision of glasses, den- 
tures, and other appliances, to- 
gether with drugs and medicines. 


Organization: Money to pay for 
national health services will come 
from the Exchequer, local taxes and 
the National Insurance contribu- 
tions. Other than regular payments 


, 


ee 





into the insurance fund and genera! 
taxes, the patient will pay nothing 
for medical and hospital care ex- 
cept for luxury accommodations. 

Over-all administration is vested 
in the Minister of Health. Hospital! 
and specialist services will be on a 
national basis, directed by about 14 
proposed regional hospital boards 
and numerous local hospital man- 
agement committees. The govern- 
ment will take over premises, equip- 
ment and endowments of public 
and voluntary hospitals. The en- 
dowments will be lumped into one 
fund which will be divided among 
the regional boards. 

Where the character and associa- 
tions of any voluntary hospital are 
such as to link it with a particulai 
religious denomination the law spe- 
cifies that “regard shall be had in 
the general administration of the 
hospital and in making appoint- 
ments to the Hospital Management 
Committee to the preservation of 
the character and associations of 
the hospital.” 


Regions will be organized so that 


services of each are associated with 


a university medical school. Each 
regional board will appoint a local 
hospital management committee for 
each hospital or group of hospitals 
from nominees of the local authori- 
ties and practitioners. These ruling 
bodies will be highly autonomous 
and presumably will be given as 
much freedom for local initiative as 
possible. 

Specialists taking part in the serv- 
ice will be attached to the hospitals, 
but may continue private practice 
outside. While the board will de- 





THE modern community health center at Peckham, a London suburb, 
is typical of centers planned as part of the national health program. 
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Vee Cartle ames 


The Castle was built in the plush era of the late ’90’s as a 
symbol of gracious living—today it is a symbol of gracious 
eating. The excellence of its cuisine has placed it foremost 
‘ on the list of famous New England Restaurants. 


An Efficient - Magic Chef Equipped Kitchen is the 
Heart of this Famous New England Restaurant 


Mr. Edward Tresjner, owner of The Castle, 
has this to say about Magic Chef: 


““We chose Magic Chef because of its ease of oper- 
ation and the efficiency of its many features. Par- 
ticularly the coved back top casting which 
prevents spillovers and makes cleaning easier. It’s 
designed to keep pots and pans from being 
pushed against the back splasher. The broiler 
was an important feature, too. With its Magic 
Chef high-speed radiant burners and its five- 
position shift lever which make broiling so much 
faster and easier. Our delicious food and low cost 


& & * 


AMERICAN STOVE COMPANY 


For details write your nearest sales office 
NEW YORK © PHILADELPHIA ¢ SAN FRANCISCO » 
CLEVELAND ¢ ATLANTA « ST. LOUIS 


CHICAGO 


of operation prove we were right in choosing 
Magic Chef.” 

Where food’s the finest, it’s cooked with gas. 
Beyond the city gas mains, Magic Chef Heavy 
Duty Equipment is available for ““Pyrofax” gas in 
Eastern and Central states and for other L.P. 
(bottled and tank) gases elsewhere. 


THE TREND CONTINUES TO GAS 


YOU CAN COOK IT 
BETTER WITH 


Magic Chef 





THE GAS RANGE WITH THe FAMOUS RED WHEEL 

















cide terms of engagement the min- 
ister will regulate qualification re- 
quirements, conditions of service 


and pay. 


Schools: Teaching hospitals will 
be operated independently by a 
Board of Governors appointed by 
the university, the regional board 
and the hospital itself after con- 
sultation with the local authority 
and the previous governing body. 


Medical and dental schools in 
London will continue to be owned 
and administered by their own gov- 
erning bodies, but elsewhere they 
will be run by the governing bodies 
of the universities of which they 
form a part. 


To promote the training of doc- 
tors there will be greatly increased 
government grants and more finan- 
cial help for students. 


Local plan: General practitioner 
services will be carried out under 
the supervision of local executive 
councils. The councils will open 
health centers in each county to 
provide medical and dental facili- 
ties as well as the clinic services run 
by the local authority. 


Functions considered more ap- 
propriate to the local authorities 
than to the central government will 
be carried out by the local authori- 
ties. These include maternity and 
child welfare, health visiting and 
home nursing, local mental health 
services, vaccination and immuniza- 
tion, ambulance service, care and 
after-care of the sick, provision of 
domestic help and health commit- 
tees. 





QUEEN'S Hospital for Children, London, is 
supported through sales of hospital stamps. 
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- + CONSTRUCTION : - 





The CPA Front 


Although the Civilian Production 
Administration raised the weekly 
rate of approvals for non-residential 
building from $35,000,000 to $50,- 
000,000 on January 10, there is lit- 
tle to indicate an easing on ap- 
proval procedure for hospital con- 
struction now, agency spokesmen 
state. They say that hospitals must 
still meet the same rigid criteria of 
essentiality and non-deferrability 
under the procedure that others 
have met to get approval. 

CPA is altering one rule of sig- 
nificance, however. The agency has 
notified its field people to approve 
future applications for foundations 
and structural frames in areas where 
there is excessive unemployment 
in the heavy construction trades, 
where cement is in free supply, and 


provided that critical materials will . 


not be used. Such partial construc- 
tion, besides inclusion of non-resi- 
dential farm applications in the 
weekly quota, is expected to take 
up most of the $15,000,00 increase 
in approvals. 

Procedure: Iwo other changes 
in procedure also have been an- 
nounced. On January 1 distribu- 
tion controls were simplified and 
this is expected to improve the sup- 
ply picture. Building material 
dealers are no longer required to 
“set aside” specified quantities of 
scare items and hold them for sale 
to fill only priority orders. Dealers 
will still have to honor priorities 
when presented. When PR 28 was 
amended hospitals’ opportunity to 
get CC ratings for construction bot- 
tlenecks was drastically curtailed. 

Another change will speed up 
procedure when an application is 
resubmitted. Formerly whenever an 
application was referred to Wash- 
ington that office never relinquished 
jurisdiction over the case. Under 
amended regulations district man- 
agers now may recall an applica- 
tion to reconsider it and grant ap- 
proval if the district stays within 
its weekly quota. 

This does not affect a hospital’s 
right to appeal a district decision to 
the Facilities Review Committee in 
Washington. The Washington of- 
fice also will continue to pass on 
applications for construction proj- 
ects of more than $1,000,000. 

Approvals: During the month 
ending January g these six applica- 





tions were included in those ap- 
proved by the Facilities Review 
Committee: 

READING HospitaL, West Read- 
ing, Pa.—General hospital service 
to .house nurses and_ technicians, 
$750,000. 

STICKNEY (ILL.) HosprraAL—Hos- 
pital, $680,000. 

GRANDVIEW HosPITAL, Sellersville, 
Pa.—Laundry, $41,600. 

JEFFERSON County Health Com- 
mission, Birmingham, Ala.—Health 
building, $500,000. 

Joint SANATORIA Committee, 
Yakima, Wash.—Hospital building, 
$1,046,357. 

UNIVERSITY OF WASHINGTON, Se- 
attle—Three sections of a four-story 
medical and dental building to pro- 
vide classroom, laboratory and li- 
brary facilities for medical, dental 
and nursing education, $3,000,000. 
A 400-bed hospital, not approved 
among the present applications, 
will be built later. 


New High 


Hospital and institutional con- 
struction financed by private funds 
reached the highest point since 1930 
during the past year, statistics re- 
ported by the Division of Construc- 
tion in the Department of Com- 
merce show. An estimated $81,- 
000,000 was spent. 

The record year was 1927 when 
$106,000,000 in new construction 
was reported. During the war pri- 
vately financed hospital construc- 
tion dropped to its lowest level since 
the depression year 1934. Only 
$8,000,000 in private hospital con- 
struction was reported that year. 


Public hospital and institutional 
construction last year totaled $85,- 
000,000. This was equal to the pre- 
ceding year and about twice the 
war years’ average. 

In its estimates for 1947 the De- 
partment of Commerce predicts 
that public hospital and _ institu- 
tional construction will be about 
153 per cent more than the 1946 
rate. A total expenditure of $215,- 
000,000 is anticipated. Much of the 
increase represents the construction 
of Veterans ‘Administration hospi- 
tals which might be expected dur- 
ing the year. There’ was no break- 
down to show how much might be 
spent in private funds for hospital 
construction. 
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(MELIGHT 


¥ PRINTED TABLECLOTHS AND NAPKINS 





A scene from the 
Howard Lindsay and 
Russel Crouse Pulitzer 

Prize comedy, ‘State 
of the Union,” with 
Ralph Bellamy, Myron 

McCormick, Kay Francis 

and Minor Watson, 












HERE’S another scintillating Many top hospitals throughout the 
T... in the scene above . . . the country are using brightly colored 
Baker tray covers and napkins to 
add a cheerful note to their food serv- 
ice. They help to perk up patients’ 


Baker printed napery which adds a 
touch of authenticity to the stage 


setting. appetites and spirits. 






Baker printed table cloths and napkins are no more expensive than white and 
they launder just as easily. They are printed in one, two or more colors in our 
plant from designs created by our art staff for your particular needs. Write 
for details. 


H.Ww.BAKER LINEN Co. 


Est. 1892 


Oldest and largest organization of its kind in the U, S. 
315-317 Church St., New York 13, N. Y. 


and ten other cities 


FEBRUARY 1947, VOL, 21 








VETERANS’ AFFAIRS 





Equivalent of Outpatient Service 


In order to make maximum use 
of available beds that the agency 
now has and to provide the equiva- 
lent to outpatient service to vet- 
erans with non-service disabilities, 
Veterans Administration hospitals 
are now operating under a new 
directive. 

Those patients with service dis- 
abilities whose actual presence in 
the hospital is not necessary and 
whose immediate hospital care can 
be completed in the clinic of the 
hospital, may be discharged and 
treated at the hospital’s clinic, at 
another field station or on a fee 
basis. 

Non-service disability cases may 
be granted “leave of absence” but 
are carried on the rolls in a hospi- 
tal status. Their treatment on what 
is equivalent to outpatient service 
may be carried out only in the clinic 
of the hospital or at another field 
station under the direct and exclu- 
sive jurisdiction of the Veterans Ad- 
ministration. 

Transportation expenses are paid 
for service disability cases only. 
Non-service disability patients, un- 
der present veterans’ laws, are not 
eligible ior this type of treatment 
unless they are hospital patients. 
Hence they are carried on the rolls 
as patients on leave. 

Hospitalization Summary: By the 
end of December Veterans Admin- 
istration was paying the cost of hos- 
pitalization for 95,047 veterans—82,- 


in others. There were in addition 
an estimated 12,500 in domiciliary 
homes. Only 82 veterans with serv- 
ice disabilities were awaiting ad- 
mission but another 22,224 with 
non-service disabilities were on the 
waiting list. More than 63,000 ap- 
plications were disposed of during 
December. 


Construction 


By the end of 1946 Veterans Ad- 
ministration had a credit of almost 
111,500 béds toward its projected 
goal to provide more than 160,000 
hospital beds by 1950. This was 
done without completion of one 
new hospital, although it is the con- 
struction program which eventually 
will carry through the administra- 
tion’s plans. There were, however, 
19 additions completed. 

One of the important factors of 
its progress by the end of 1946 was 
the acquisition of 31 surplus Army 
and Navy hospitals which added 
more than 20,000 beds. Another 
nine surplus military hospitals with 
a total capacity of approximately 
5,800 beds may be transferred, six 
having been approved. The other 
three are frozen pending a decision. 
Some of the surplus hospitals which 
have been taken over are for per- 
manent use while a larger percent- 
age are classified as temporary in- 
stallations pending completion of 
the construction program. 

Eventually the agency hopes to 


tals, as indicated by present plans. 
For 74 of these Congress has ap- 
propriated funds. Specific sites have 
been selected and approved by the 
President for 67. Including the five 
now under construction—a 300-bed 
general hospital at Sioux Falls, S. 
Dak., was started in December and 
ground was broken January 14 fo1 
a 1,000-bed general hospital at Buf- 
falo, N. Y.—the timetable calls for 
the completion of 73 new hospitals 
by 1950. This is the tentative sched- 
ule: 36 hospitals to be completed 
before December 1948; 35 during 
1949; two in the first two months 
of 1950. 

Beyond 1950 the plans are rather 
vague. It has been stated by admin- 
istration officials that the agency ex- 
pects eventually to be able to care 
for a quarter of a million veterans 
at a time. 

The Buffalo hospital is the first 
to be started on plans drawn by pri- 
vate architects in cooperation with 
the Army Engineer Corps (Hosp!- 
TALS, November, page 104). Previ- 
ously the Veterans Administration 
prepared its own building plans. By 
June go contracts will have been 


‘awarded for 32 hospitals, 27 by the 


Office of the Chief of Engineers in 
the War Department and five by 
the administration. Construction 
should begin soon after awarding 
of contracts. 


Contracts 


Newest addition to the list of 
states that will provide hospital 




































































808 in its own hospitals and 12,239 build at least go additional hospi- care for eligible veterans under 
BED CAPACITIES OF VA HOSPITALS AND DOMICILIARY HOMES IN OPERATION 
AND PROJECTS APPROVED FOR CONSTRUCTION (JANUARY 15, 1947) 
Hospitals in Operation New Hospitals Proposed Additions Proposed 
District = —— = — = TOTAL 
DOM. TB. NP. GM&S. | DOM. TB. NP. GM&S. | DOM. TB. NP. GM&S. 
1 _ 492 3,685 1,838 _ 400 _ 2,050 = 148 89 _ 8,702 
2 1,476 2,192 4,087 4,398 — _ 2,984 4,000 —_ - - —- 19,137 
3 _ - 4,045 1,412 _ - 1,565 4,835 — _ 1,600 _ 13,457 
4 1,705 2,150 3,463 3,805 _ 300 921 2,150 = _ 328 166 14,988 
5- 2,604 200 4,789 6,650 _ 250 1,000 1,400 = - 966 200 18,059 
6 2,574 370 4,721 3,627 _ 500 1,000 2,150 Ta 131 820 1,118 17,011 
7 1,610 232 5,883 5,913 _ 500 1,172 1,550 = _ _ 90 16,950 
8 558 - 3,736 1,786 _ _ —_ 1,850 _ _ _- 612 8,542 
9 —_ 263 4,341 1,743 - 250 750 2,195 = =— 1,140 — 10,682 
10 793 402 2,881 3,329 300 _ 1,500 2,150 = 623 _- 50 12,028 
11 147 421 1,293 1,413 - =_ = 800 = 150 228 _ 4,452 
12 2,780 1,665 1,161 5,812 — — ne 450 =— 250 _- 166 12,284 
13 - 377 1,801 868 _ _ 500 150 aa _ =_ 50 3,746 
Totals 14,247 8,764 | 45,886 | 42,594 300 2,200 | 11,392 | 25,730 = 1,302 5,171 2,452 160,038 
1. Including 31 military hospitals transferred and in operation. Standard bed capacities shown. In addition approximately 9,000 emergency beds are authorized. 
2. 74 hospitals. Does not include 16 hospitals, construction of which has been authorized by the president but for which no funds are available. 
3. 29 additions. Does not include one addition, construction of which has been authorized by the president but for which funds are not available. 
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Many radiologists in hospitals and private laboratories sug- 
gested to KELEKET engineers what they wanted in an x-ray tilt 
table. From their very practical suggestions KELEKET created the 
Type “B” Tilt Table—an advanced design which offers more con- 
venience and greater flexibility for modern technics in radiography, 


fluoroscopy and fluorography. 
The cooperation of radiologists and hospital administrators 
with KELEKET x-ray engineers is responsible for this and many 
other advancements developed by KELEKET. 
If your are planning to expand or modernize your x-ray facilities, 


let KELEKET offer you the benefits of almost a half-century of spe- 
cialization in x-ray. Phone the KELEKET representative near you, 


Or write us direct. 

















The KELLEY-KOETT a] Manufacturing Co. 
G COVINGTON, KY. 
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statewide contracts with the admin- 
istration is Kentucky. The contract 
with the Community Hospital Serv- 
ice, Inc., Louisville, the designated 
intermediary, was approved in mid- 
January. Kentucky is the tenth state 
to sign. 

Six of the signing states have re- 
ported subcontracting with their 
hospitals for beds. On January 15 a 
total of 2,717 available beds had 
been promised in 256 hospitals. An- 
other 16 hospitals stated that they 
could accept veteran-patients but 
did not specify the number of beds 
which might be available. Of the 
contract beds there were 2,101 for 
general medical and surgical pa- 
tients, 539 tuberculosis and 24 neu- 
ropsychiatric, in addition to 53 un- 
designated _ beds. 

Dental: ‘The dental contract pro- 
gram was the first to be accepted in 
every state. All 48 states, the Dis- 
trict of Columbia and Puerto Rico 
have programs going. Dental care 
on a fee basis is not a new program 
but before the present fee schedule 
was adopted last May and _ nego- 
tiated under new regulations there 
had been no revision since 19332. 
The old schedule failed to attract 
many private dentists, and this cur- 
tailed the usefulness of the program. 

Dental fixed-fee contracts are ne- 
gotiated by state dental societies 
and agency branch offices. The fee 
schedule was set in cooperation with 
the American Dental Association. 
Deviations are permitted within the 
state to meet fees usually charged 
the general public for similar serv- 
ice. Eleven states accepted the na- 
tional schedule. 

Medical: Outpatient medical care 
for eligible veterans by fee-basis 
physicians is available in 32 states, 
Hawaii and the District of Colum- 
bia. About half the states are op- 
erating under the Kansas plan and 
half under the Michigan plan. 

Under the Michigan plan an in- 
termediary handles administrative 
details, including payment of co- 
operating physicians. The agency 
then pays the intermediary a lump 
sum for professional services plus a 
fee for administrative work. Under 
the Kansas plan there is no inter- 
mediary and all administrative 
work, including payment of doc- 
tors, is taken care of. 

Pharmacy: In 44 states the state 
pharmaceutical groups have ar- 
ranged contracts with druggists for 
filling prescriptions for veterans 
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treated by fee-schedule doctors. Pre- 
scription fees under the plan ap- 
proximate the average charges to 
the general public. 


Nurse Education 


Attendants will soon be included 
in the intensified training program 
which is now gaining momentum 
in administration hospitals (Hospt- 
TALS, January, page 114). At Cush- 
ing General Hospital, Framingham, 
Mass., during January, 48 nurse in- 
structors completed a one-week ori- 
entation course designed to prepare 
them to return to their home hos- 
pitals and train the aides who at- 
tend neuropsychiatric patients. A 
representative from every neuro- 
psychiatric hospital and every gen- 
eral hospital with a large mental 
unit attended. 

Under the direction of Mrs. 
Laura W. Fitzsimmons, nurse spe- 
cialist for neuropsychiatry, and 
Florence Powdermaker, M.D., chief 
of the psychiatric education section, 
the nurse instructors were briefed 
on the: curriculum and _ teaching 
methods to’ be used. 

When the nurse instructors have 
trained the first Class of aides—a 75- 
hour, three-month course—they will 
be called together to appraise the 
results and recommend changes in 
the procedure. From that discussion 
a uniform course will be perfect- 
ed. Dorothy V. Wheeler, chief of 
the administration ‘nursing service, 
hopes the plan will result in a 
higher standard of performance 
from civil service aides, many of 
whom have had no previous experi- 
ence in handling mental patients. 

While no similar program is in 
the actual stage of development for 
training aides for tuberculosis and 


MRS. FITZSIMMONS, nurse instructor 





general medical and surgical serv- 
ice, a need for this has been voiced 
by nursing service heads. 

Postgraduate Training: A go-day 
postgraduate course in advanced 
neuropsychiatric nursing for 18 
agency nurses opened at the Uni- 
versity of Minnesota, January 3. It 
is in the nature of a refresher pro- 
gram in which the modern methods 
of nursing mental patients will be 
studied under the direction of 
Katharine J. Densford, dean of the 
school of nursing. Graduates of this 
course will return to their hospitals 
as nurse instructors for the inservice 
training program. 

Nurses chosen for the course have 
tuition, transportation and educa- 
tion fees paid by the Veterans Ad- 
ministration. Upon successful com- 
pletion they will be granted 15 
credits toward advanced degrees. 


Restoration Clinics 


A new and expanding program to 
provide veterans with prosthetic de- 
vices at artificial eye and restoration 
clinics has been announced by Dr. 
Paul R. Hawley, chief of the adminis- 
tration’s medical service. He reports 


‘that these clinics now are in opera- 


tion in eight cities and soon will 
be operating in six others. At the 
clinics veterans are fitted with new 
plastic eyes or have repairs and 
alterations made on those they are 
wearing. Later the services of the 
clinics will be expanded to include 
fitting and repairs for plastic noses, 
ears and hands, Dr. Hawley said. 

Extensive experiments in devel- 
oping prostheses are being carried 
out for the agency at the University 
of Maryland under the supervision 
of Prof. Carl D. Clark with one of 
the most promising developments 
to date being a seamless plastic 
glove, designed to fit over artificial 
hands to give a natural, life-like ap- 
pearance. While these gloves are 
not yet ready for distribution, it 
was stated, experimental progress 
indicates that they will be available 
within the next six months to vet- 
erans who have lost hands or arms. 

Restoration clinics now in opera- 
tion are located at Boston, New 
York, Atlanta, Cleveland, Chicago, 
Los Angeles, San Francisco and 
Baltimore. Clinics were scheduled to 
be opened soon at Memphis, Dal- 
las, Minneapolis, Denver, Portland, 
Ore., and Valley Forge Hospital, 
Phoenixville, Pa., when that in- 
stallation is transferred. 
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Dose: 


Microfilm case histories dail 


reference t 


ospitals all over the country are using Rem- 
ington Rand’s Film-a-record to reclaim 99% of the 


filing space now consumed by case histories. And 


they have discovered that reference to micro- 
records is quick and easy. 

Many hospitals have Remington Rand trained 
personnel perform their microfilming for them. 





y until record room congestio 


o them becomes free and easy. 
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Reminglon Rand 





By using our complete microfilming service, they 
secure all the advantages of Film-a-record PLUS 
the benefit of our 70 years’ of experience in de- 
veloping filing and finding systems. Our new and 
revolutionary system, F iling-on-Film With Micro- 
Matic Controls, produces complete microfilm 


coverage and accurate indexing of all records. 
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“If you aren’t microfilm- 


attached coupon today.” 
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Rate Increases in Greater New York 


For New York City hospitals 
which had gone through 1946 
watching operating costs rise against 
a background of fixed rates, the new 
year was bringing signs of relief. 
Three groups that purchase hospi- 
tal care have agreed to pay from 
25 to 40 per cent more for these 
services. 

@ The New York State Compensa- 
tion Rating Board on January 1 in- 
creased the per diem rate in the 
Greater New York area from $6 to 
$7.50. The state will continue to 
pay for extras at the former mini- 
mum fee schedule. It is intended 
that the statewide increase in rates 
will amount to 25 per cent of the 
1946 rates so that if fees under the 
minimum fee schedule are increased 
there will be a corresponding de- 
crease in the room and board rate. 
The agreement is subject to review 
at the end of six months. 

@ The New York Chapter of the 
National Foundation for Infantile 
Paralysis on March 1 will recognize 
a higher ceiling for hospitals that 
furnish care on a cost basis. Pay- 
ment is made on an average per 
diem ward and clinic cost—an all- 
inclusive rate—and this now will 
include a 10 per cent allowance for 
depreciation of equipment and 
buildings. Extra services-and ap- 
pliances not included in the com- 
putation of average costs will be 
paid by the chapter. 


Ceilings established are $10.50 
for per diem hospital care, $4.50 for 
per diem care in a convalescent 
home and $2.50 per outpatient 
clinic visit. Former ceilings were, 
in that order, $7.00, $3.50 and $2. 
@ Associated Hospital Service, the 
Blue Cross hospitalization plan, will 
increase payments to hospitals an 
average $2 per patient day between 
January 1 and April 30. After May 
1 the increase will amount to $3. 

Each of the 2,900,000 A.H.S. sub- 
scribers will have to pay one-third 
more for care beginning May 1, but 
will get added benefits in an im- 
proved contract. 

The new per diem rates will 
average $11.27 for semi-private care 
and $10.27 for ward care. After final 
distribution of $700,000 from the 
contingent fund, hospitals will have 
received $1,000,000 in supplemental 
payments from A.H.S. for 1946. For 
that year about $7,500,000 was paid 
to contract hospitals. 


Public Health Plan 


New York State’s expanded health 
program, described by Gov. Thomas 
E. Dewey as “the broadest exten- 
sion of public health service in the 
state since the beginning of the 
century,” was put into motion in 
January. The bill for the first year 
will be $15,500,000. 

The greatly increased funds were 
authorized by the last legislature 





Mrs. Ann Reynolds Saun- 
ders, personnel director of the 
Medical Center of Alabama, 
Birmingham, was to join the 
Association staff as consultant 
in personnel about February 
1. She will be concerned pri- 
marily in developing the As- 
sociation’s program in the 
field of personnel manage- 
ment under the Council on 
Administrative Practice. 

A graduate of Birmingham- 
Southern College, Mrs. Saun- 
ders spent more than a year 
in the personnel department 
of a manufacturing company. 
She also has served as an in- 
terviewer for the U. S. Depart- 
ment of Agriculture. 

Mrs. Saunders is a member 





A NEW STAFF MEMBER 


of Pi Delta Psi, honorary psy- 
chology fraternity; Mu Delta, 
honorary music fraternity and 
Zeta Tau Alpha sorority. 








to assist municipalities with their 
health programs. About half the 
money will be used to pay for the 
hospital care of tuberculosis pa- 
tients and half for general public 
health work. New York City will 
get about $9,500,000. Another $6,- 
000,000 will go to upstate areas. 

As pointed out by Dr. Edward S. 
Godfrey Jr., state health commis- 
sioner, the increased funds wil be 
disbursed in four ways: 

1. The state will pay half the 
cost of hospital care for tuberculosis 
patients with a maximum payment 
of $2.50 per patient day. In doing 
so the state will define minimum 
standards for hospital care of tuber- 
culosis patients which cities and 
counties must meet to receive state 
aid. 

2. Any state resident needing hos- 
pital care for tuberculosis may ob- 
tain such care without cost. This 
means a complete elimination of 
the means test. 

3. The state will pay half the 
cost of approved public health pro- 
grams provided by large city health 
departments. Cities of 50,000 and 


over will receive state aid for the 


first time. 

4. Increased financial aid will be 
provided by the state for stimulat- 
ing establishment of more county 
health departments. 

To assure cooperation and inter- 
change of plans within the state 
administration for carrying out the 
aims of the state health program, 
the governor established an inter- 
departmental health council in Oc- 
tober. The council consists of the 
state commissioners of health, social 
welfare, mental hygiene and educa- 
tion, with Assemblyman Lee B. 
Mailler, chairman of the Health 
Preparedness Commission, as an 
advisory member. 


A Personnel Manual 


An eight-section manual on per- 
sonnel administration will be com- 
pleted and distributed to Associa- 
tion members as a project of the 
Committee on Personnel Relations. 

Meeting January 3-4 at Chicago 
for its first session since appoint- 
ment of new members, the commit- 
tee decided to put several sections 
of the manual on which previous 
committees have worked into final! 
publication form, then prepare 
other sections. Each part will be 
distributed ready for insertion into 
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of Hospital Developments 
... the EASY TIME-SAVING WAY! 
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gives you 
tion in a nutshell” 
with a minimum of 
reading. 


Abstracts printed on 
6x4 cards, self-in- 
dexed and ready to 
file. 


Abstracts of profes- 
sional, technical and 
scientific articles of 
importance to hos- 
pital people. 
* 
Edited by Dr. W. P. 
Morrill, who searches 
through over 100 
journals each month 
for the material. 
Write for details. 


ee v 
Physicians’ Record Co. 
The Largest Publishers of ] 
Hospital and Medical Records 


161 W. Harrison St. Chicago 5, Ill. 


also MEDICAL ABSTRACT SERVICE 


Clinical literature in abstract form for easy reading 
by general practitioner or specialist. Valuable for 
medical libraries. 
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BABY IDENTIFICATION BEADS 


Sunjflify the hospital's 


responsibility 


Their prompt use as a routine measure at delivery offers a 
positive, sanitary means of permanent baby identification. 
The dual protection afforded both mother and hospital cannot 
be over-emphasized. 

High tensile strength cord and indestructible 
beads of reannealed glass are designed for 
serviceability. Fused-in, acid resistant letters in- 
sure permanent legibility. 

Both cord and beads, as a prepared necklace 
or bracelet, may be sterilized with safety before 
t parts are not affected by 
repeated ee or applications of commonly 
used baby oils and antiseptics. 


Your dealer can supply you 


PROPPER MANUFACTURING CO. 
10-34 44th Drive Long Island City !, N. Y. 
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Genuine Wetproof 


AUTOMATIC ELECTRIC 


Heating Pads 


Safe, Comforting Heat 
FOR HOSPITAL AND HOME 


Immediate Delivery 
Any Quantity 


MORE than just water-repellent, the permanent vulcanize- 
sealed castex covering of the Casco pad ensures safe heat 
applications with either wet or dry packs. Wetting won't 
short circuit this pad! Thirty positive heats—with three 
automatic safety controls to protect each heat—are avail- 
able at the turn of the dial. Even in the dark, heat selection 
is safe and sure with the Nite-Lite switch—an important 
convenience for patient comfort. The generously sized pad 
drapes snugly over any part of the body. Its soft, snap- 
fastened outer covering is removable, washable. Order 
yours—this better Casco pad—today! 


$5.85 each, in lots of six 
Singly, $6.25 


ORDER NOW! 
V. Mueller and Company 


Everything For The Hospital 


408 S. HONORE STREET e¢ CHICAGO 12, ILL. 











a loose-leaf binder so that further 
material may be added. 


™fembers of the committee, which 
functions under the Council on 
Administrative Practice, are: Ev- 
erett W. Jones, vice-president of 
the Modern Hospital Publishing 
Co., Chicago, chairman; R. Oswald 
Daughety, superintendent of Her- 
mann Hospital, Houston; James W. 
Stephan, University of Minnesota, 
Department of Public Health. 

Others are C. R. Uphoff, chief of 
the civilian personnel division, Of- 
fice of the Surgeon General, Wash- 
ington; J. A. Katzive, M.D., director 
of Mt. Zion Hospital, San Fran- 
cisco; E. Dwight Barnett, M.D., ad- 
ministrator of Harper Hospital, De- 
troit; J. H. Service, assistant di- 
rector of Albany (N. Y) Hospital; 
Norman Bailey, personnel officer at 
Michael Reese Hospital, Chicago. 


Records Disposal 


At its January 12 meeting in 
Washington, the Council on Pro- 
fessional Practice approved a re- 
port that “patients’ medical records 
may be safely destroyed after 25 
years.” The report was made by 
Worth L. Howard of Akron, Ohio, 
a council member who had served 
as a committee of one to study the 
advisability of such a procedure. 

A suggestion that medical records 
be discarded after 25 years was 
made by Dr. Fred G. Carter of 
Cleveland and Dr. Frank C. Sutton 
of Rochester in an article that ap- 
peared in the August 1946 issue of 
HosPITALs. 


Alcohol Problem 


A conference on the inadequacies 
of hospitals and clinics in treatment 
of alcoholics in New York City was 
held January 8. The conference was 
based on a study made by the Re- 
search Council on Problems of Al- 
cohol and the Committee on Public 
Health Relations of the New York 
Academy of Medicine. 

Sixty persons including repre- 
sentatives of the city and state gov- 
ernments and leaders in medicine, 
law, welfare, labor and manage- 
ment, and religious groups were 
expected to attend the meeting. 


New Name 


The name of Berkeley (Calif.) 
Hospital has been changed to Her- 
rick Memorial Hospital. Effective 
January 1, the new name honors 
LeRoy Francis Herrick, M.D., who 
founded the hospital in 1904. 
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-° NURSING > 





Warning on Licensure 


The Council on Professional Prac- 
tice of the American Hospital Asso- 
ciation has advised officers of state 
associations to weigh carefully the 
probable effects of proposed legisla- 
tion aimed at requiring the licens- 
ing of “all who nurse for hire.” 

At its January 12 meeting in 
Washington, the council pointed 
out: 

THAT MANDATORY licensure is a 
restrictive force, as has been learned 
in New York State where the short- 
age of practical nurses has brought 
about a suspension of the manda- 
tory clause and a move to change 
the law at this session of the legis- 
lature. 

THAT WHATEVER the advantages 
of licensing practical nurses who 
nurse in private homes without su- 
pervision, these advantages would 
not apply to the licensing of auxil- 
iary nursing personnel at work in 
hospitals under close supervision. 

THAT AN insufficient number of 
graduate nurses combined with a 
shorter work week and a rising de- 
mand for hospital nursing service 
have set in motion a trend toward 
greater use of the auxiliary nurse 
under supervision. 

In view of these facts the council 
recommends that state associations 
give careful consideration to “any 
legislation which would make it 





AFTER FOUR YEARS 


Built in 1942 at a cost of $1,568,- 
489, the seven story 350-bed Psychi- 
atric Pavilion at Kings County Hos- 
pital, Brooklyn, was never opened. 
The reason was that personnel to 
staff it were not available. By Feb- 
ruary 1, however, Dr. Edward M. 
Bernecker, Commissioner of Hospi- 
tals for New York City’s municipal 
government, was hoping to get add- 
ed dividends from his current hos- 
pital personnel recruitment drive. 

On that date he would be able 
then, to onen five wards for the care 
of 180 patients, the basement and 
main floor for administrative and 
general offices, record rooms, com- 
mitment work, social service and a 
mental hygiene clinic. In early Jan- 
uary Dr. Bernecker still needed 40 
to 50 graduate nurses and 10 to 15 
psychiatrists, psychologists and psy- 
chiatric social workers. 











mandatory to license all who nurse 
for hire.” 


Recruitment: An independent com- 
mittee to direct this year’s student 
nurse recruitment campaign was 
recommended by the Council on 
Professional Practice at its January 
12 meeting. This recommendation 
goes to the Board of Trustees of 
the Association. 

The council pointed out that suc- 
cess of such a campaign would de- 
pend on similar action and active 
participation by other organiza- 
tions, particularly those represent- 
ing the nursing profession. 

Because existing shortages of 
graduate nurses confront not only 
hospitals, but also industry, phy- 
sicians, community health organ- 
izations, schools and government 
agencies, the council recommended 
committee representation for all 
these groups. 


Inservice Training 


An extension of its inservice 
training program to include all 
members of the graduate nursing 
staff on a continuing basis is being 
developed at the New York (N. Y.) 
Hospital. The new training pro- 
gram was scheduled to begin Feb- 
ruary 1 under the direction of Edna 
Fritz, R.N., M.A., who also will 
have charge of the postgraduate 
program and training of special 
students and foreign visitors. This 
is the hospital’s first attempt to or- 
ganize the entire graduate nurse 
training program under one head. 

Instruction will vary according 
to departments, it was stated, but 
will include some matters common 
to all departments such as the ad- 
ministration of new drugs, new 
methods of treatment, oxygen ther- 
apy and guidance that will help pa- 
tients and members of their families 
in health care during convalescence 
and recovery. The training will give 
nurses experience in clinical spe- 
cialties not covered in basic prep- 
aration. 


Examinations 


Annual examinations for appoint- 
ment of nurses to the U. S. Public 
Health Service are being held dur- 
ing February, March and April in 
21 cities. Successful applicants will 
be placed in Marine hospitals, pub- 
lic health nursing posts and special 
projects of the service. 
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Beautifully, heavily Chrome 
Plated on heavy gauge rustless 
metal makes this a very out- 
standing value. This drum was 
made to sell at $25.00. Harold 
offers it at the extremely low 
price of $12.50 in dozen lots, 
9" diameter, 9° deep. Flat 
cover with drop handle. Has 
safety lock. A convenient size 
that can be taken right from 
the autoclave and put on a 
carriage for floor work. 
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Stainless Steel 
MODERN SANITARY 
ICE CABINET 


Thoroughly engineered to meet 
° e wu ALL hospital requirements. Double 
infectant with unusual bactericidal powers walls of heavy gauge stainless 

steel electrically welded into one 
solid piece. 3'' of fibre glass insu- 


plus lack of odor, Teramine is the perfect lation... construction equalling 


the best domestic refrigerator in- 
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e e sulation. Steel interior provides 
solution. This fully tested and guaranteed” maximum protection against cor- 
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ciently sealed with molded rubber 
of “10” against EB. Typhosa and of “15” 


gaskets. Chute door provided for 
against Staphylococcus Aureus (pus 


removing ice when needed. Drain 
trap offset and graded providing 
additional storage space in bot- 
tom of cabinet. Air vents in back 
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- + FEDERAL, ADMINISTRATIVE - - 





Navy Service 


With the imminent release of most 
reserve officers and some regulars, 
the Bureau of Naval Personnel has 
taken steps to make additional of- 
ficers eligible for service in the reg- 
ular Navy. Age limits in all ranks 
have been increased three years for 
reserve officers applying for transfer 
in the medical, dental and medical 
allied science corps and for legal 
specialists. 

It was also announced that ap- 
plicants for transfer to the regular 
Navy in those categories will lose 
no precedence as the result of hav- 
ing been on inactive duty provid- 
ed they apply for transfer before 
March 1. Under previous rulings, 
now canceled, applications had to 
be submitted within six months 
from release to inactive duty or 
resignation. 

Bureau of Medicine and Surgery 
spokesmen stated that approximate- 
ly 2,500 doctors, 500 dentists and 
205 medical allied scientists will be 
needed. This, offsetting anticipated 
resignations, would bring the au- 
thorized strength of the Navy Med- 
ical Corps to about 4,300; the dental 
corps to about 1,300. These tenta- 
tive strength figures for the postwar 
Navy are dependent on appropria- 
tions expected from the new Con- 
gress. Before medical allied scien- 
tists are incorporated into the new 
Navy the proposal will have to get 
Congressional approval (see Hos- 
PITALS, January, page 112). 


Disease Control 


In a move designed to improve 
its venereal disease control pro- 
gram, the Army has established a 
Venereal Disease Control Council. 
Its members will meet monthly to 
develop standard educational and 
control measures and to review con- 
trol procedures adopted in the field. 

Maj. Gen. Willard S. Paul, di- 
rector of personnel and administra- 
tion, has been named chairman. 
Maj. Gen. Norman T. Kirk, the 
surgeon general, is a member of 
the committee. 

The medical department in De- 
cember started another program de- 
signed to meet the medical prob- 
lems involved. Selected medical 
officers are studying venereology at 
an institute conducted at the Uni- 
versity of Pennsylvania under Dr. 
John H. Stokes, director of the in- 
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stitute and professor of dermatol- 
ogy-syphilology in the Graduate 
School of Medicine. 


For Economy 


In an 11-point program which it 
recommends for reducing federal 
expenditures and balancing the na- 
tional budget for the fiscal year 
1948, the National Chamber of 
Commerce Board of Directors has 
urged that federal expenditures be 
limited to $25,000,000,000. Two of 
the 11 recommendations were: 


1. Federal subsidies and grants- 
in-aid should be reduced, deferred 
or eliminated, wherever possible. 


2. State and local executives and 
legislative bodies should reject, as 
far as possible, federal grants and 
subsidies. 


Army Coordination 


A physical medicine service will 
be established in the postwar system 
of Army hospitals, Maj. Gen. Nor- 
man T. Kirk, the Army Surgeon 
General has announced. The serv- 
ice will coordinate and integrate 


physical therapy, occupational ther- 
apy and physical reconditioning in 
the professional management of the 
sick and wounded as therapeutic 
accessories to medicine and surgery. 


The action places physical medi- 
cine alongside medicine, surgery, 
neuropsychiatry and nursing as a 
professional service in the Army. 


U.S.P.H.S. Tests . 


Competitive examinations to fill 
75 vacancies existing in grades of 
assistant and senior assistant scien- 
tist in the regular corps of the U. S. 
Public Health Service have been 
scheduled by Surgeon General 
Thomas Parran. Commissions are 
available to scientists trained in: 
Bacteriology, mycology, parasitol- 
ogy, entomology, malacology, bi- 
ology, chemistry, physiology, phys- 
ics, statistics, psychologists, and 
milk and food specialists. 


Written examinations covering 
each candidate’s particular field of 
science, as well as related fields, will 
be held April 14 and 15 and in places 
mutually convenient to the appli-- 
cant and the service. 





- + ORGANIZATIONS - - 





New England Assembly 


An all-day trustee institute has 
been scheduled as part of the pro- 
gram of the New England Hospital 
Assembly. The annual meeting will 
be held March 24-26.at the Hotel 
Statler, Boston. 

The assembly program is divided 
into morning general meetings and 
afternoon sections which will cover 
18 aspects of hospital service. Also 
included in the program are busi- 
ness sessions, a meeting of the Amer- 
ican College of Hospital Adminis- 
trators, election of officers, state hos- 
pital association luncheons and the 
annual banquet. Technical exhibits 
will be shown. 

General sessions will cover: New 
materials for construction, furnish- 
ings, equipment, decoration; new 
responsibilities of hospital services: 
Geriatrics, convalescent care, alco- 


holics, infectious diseases; need, 
training and use of ancillary 
workers. 


Among sections scheduled are 
community relations, dietetics, nurs- 
ing service, psychiatry, business 
management and _ personnel. 


Michigan Progress 


The Michigan Hospital Associa- 
tion has become the fifth state or- 





MR. BARTH, Michigan director 
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ganization to employ a full time 
executive secretary and to set up a 
central office to carry out and co- 
ordinate state activities. The office 
is located in Lansing. 

Henry A. Barth assumed the po- 
sition of executive secretary on De- 
cember g. He is a graduate of the 
University of Iowa and of the Uni- 
versity of Chicago course in hos- 
pital administration. After com- 
pleting the course he was selected 
by Dr. A. C. Bachmeyer, director 


of the University of Chicago Clin- 
ics, to serve as an administrative 
intern. 

After finishing his internship Mr. 
Barth became director of the Lying- 
in Hospital, Chicago, where he re- 
mained until entering the Army in 
July 1942. He served in both the 
European and Pacific theaters as a 
personnel and supply officer, Med- 
ical Administrative Corps, and was 
released from service in November 
1946 with the rank of captain. 
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ASPIRATOR 


New in design, and 
engineered on clini- 
cally proved princi- 
ples. A_ three-pur- 
pose instrument for 
combating asphyxia 
in the modern hos- 
pital. . . . Surgery. 
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GLENDALE, CALIF. 


Drexel Bldg Philadelphia 
313 University St... . . Seattle 
69 E. 4th South St. Salt Lake City 
17 East 42nd St. New York City 
1618 Franklin St... . . Oakland 
585 Boylston St 

3329 W.Washington Blyvd.Chicago 
3900 Grandy Ave... . . Detroit 








CURRENT LISTING 
OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


ALABAMA 
Sylacauga—Sylacauga Hospital. 


COLORADO 


Denver—General Rose Memorial Hospital. 
Lamar—Sacred Heart Hospital. 
Walsenburg—Lamme Hospital. 


GEORGIA 
Millen—Mulkey Hospital. 


ILLINOIS 


Harvard—Harvard Community Hospital. 
— Department of Public 
ealth. 


INDIANA 


Indianapolis—Indiana University Medical 
Center. 
La Porte—Fairview Hospital Association. 


IOWA 
Waverly—St. Joseph’s Hospital. 


KENTUCKY 


Somerset—Somerset City Hospital. 


MICHIGAN 


Ferndale—Ardmore Hospital. 


MINNESOTA 


Mankato—St. Joseph’s Hospital. 
Wabasha—St. Elizabeth Hospital. 


MONTANA 
Billings—St. Vincent’s Hospital. 


NEW JERSEY 


Glen Gardner—N. J. Sanatorium for Tuber- 
culous Diseases. 


ries Park—New Jersey State Hospi- 
: al. 


Marlboro—New Jersey State Hospital. 
Skillman—State Village for Epileptics. 
Trenton—New Jersey State Hospital. 


NEW YORK 
Medina—Medina Memorial Hospital. 
New York—Lebanon Hospital. 
Valhalla—Blythedale. 

NORTH CAROLINA 


Asheville—Asheville Hospital Association. 


OHIO 
Cambridge—Cambridge State Hospital. 
Columbus—Columbus State School. 


OREGON 
Bend—St. Charles Hospital. 


PENNSYLVANIA 
Harrisburg—Harrisburg State Hospital. 
Philadelphia—Hospital Council of Philadel- 

phia. 
TENNESSEE 


Harriman—Harriman Hospital. 
Knoxville—Kingston Pike Hospital. 
Memphis—Baptist Hospital. 
Sevierville—Wilson Hospital. 


TEXAS 


El Paso—Southwestern General Hospital. 
Raymondsville—Raymondsville Hospital. 


VIRGINIA 


Gordonsville—Gordonsville Community 
Hospital. 


WISCONSIN 


Milwaukee—St. Michael Hospital. 
Sparta—St. Mary’s Hospital. 


CANADA 


Halifax Nova Scotia—Halifax Infirmary. 


EGYPT 


Cairo—Universities Hospitals. 


HOSPITALS 





